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PREFACE  TO  THE  FIRST  EDITION. 


The  following  Short  Practice  of  Grynsecology  has  been  written 
with  the  object  of  affording  a  concise  account  of  gynsecological 
diseases  and  of  their  treatment.  Necessarily,  in  a  book  of  this 
size  it  is  impossible  to  describe  all  accepted  theories,  modes  of 
treatment,  and  operations,  and  consequently  the  author  has 
limited  himself  to  those  theories  and  practices  which  appear  to 
him  to  rest  on  the  surest  base  in  the  present  state  of  gynaeco- 
logical knowledge,  and  to  be  adopted  by  the  most  reliable 
authorities.  In  its  essentials,  the  practice  taught  in  this  book 
is  the  practice  of  the  Eotunda  Hospital. 

The  author  wishes  to  return  his  most  sincere  thanks  to  Dr. 
A.  V.  Macan,  former  Master  of  the  Rotunda  Hospital,  for  the 
kindness  which  he  has  shown  in  devoting  a  great  amount  of 
time  to  reading  the  proof  sheets.  The  accuracy,  and  conse- 
quent value  of  the  book,  has  been  very  much  increased  by  the 
aid  which  he  has  given.  The  author  also  owes  a  large  debt 
of  gratitude  to  Dr.  Carton,  Assistant  Master  of  the  Rotunda 
Hospital,  for  the  time  and  trouble  he  has  devoted  to  the  pro- 
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duction  of  tlie  illustrations,  especially  to  the  diagrams  of  opera- 
tions. 

The  author  also  wishes  to  return  his  thanks  to  Dr.  H.  C. 
Drury  and  to  Dr.  F.  Chetwode  Crawley,  for  the  trouble  they 
have  taken  in  reading  over  the  proof  sheets ;  to  Mr.  H.  K. 
Lewis,  for  allowing  him  to  reproduce  various  illustrations  from 
Schultze's  '  Uterine  Displacements ;  '  to  Mr.  Bland-Sutton  and 
Dr.  A.  B.  Giles,  for  similar  permission  with  regard  to  illustra- 
tions from  their  '  Diseases  of  Women,^  '  Surgical  Diseases  of  the 
Ovaries  and  of  the  Fallopian  Tubes,'  and  '  The  Vaginal  Radical 
Operation;'  and  to  Messrs.  Appleton  and  Co.,  for  the  use  of  an 
illustration  from  Kelly's  '  Operative  Grynsecology.'  He  must 
also  thank  Messrs.  Fannin  and  Co.  for  their  kindness  in  pro- 
viding all  the  excellent  blocks  of  instruments  which  have  been 
used. 

HENRY  JELLETT. 


61j  Lower  Mount  Stbbet, 

Mebbion  Sqtjabb,  Dublin; 
June,  1900. 
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PEBFACE  TO  THE  SECOND  EDITION. 


The  present  .edition  of  A  Short  Practice  of  Gryn^cology  has 
been  enlarged  by  the  addition  of  a  considerable  number  of 
new  illustrations  and  by  additions  to  the  text.  In  conse- 
quence, it  has  been  deemed  well  to  publish  the  book  in  a 
slightly  altered  form.  It  has  been  the  author^s  endeavour  to 
make  its  teaching  as  modern  and  as  complete  as  possible  and 
to  omit  unnecessary  and  iri-elevant  details,  and  he  trusts  that 
the  results  of  his  work  will  be  found  to  be  a  book  of  practical 
value. 

Thanks  to  the  liberality  of  his  publishers,  the  author  has 
been  able  to  very  much  improve  the  illustrations,  and  he 
owes  a  special  debt  of  gratitude  to  Mr.  J.  T.  Murray  for 
the  manner  in  which  he  has  discharged  the  difficult  task  of 
providing  diagrams  of  the  various  gynaecological  operations. 
He  also  is  much  indebted  to  Sir  Arthur  Macan  and  Dr.  W.  J. 
Smyly  for  most  kindly  allowing  him  to  obtain  photographs  of 
operations  at  their  clinics.  If  the  former  edition  of  this  book 
has  been  received  with  approval,  it  is  because  it  was  based  on 
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tlie  teacliings  of  these  distinguished  authoi'itieSj  to  whose  in- 
struction in  the  past  and  kindly  criticism  any  merit  which  it 
possesses  is  due. 

The  author  also  desires  to  thank  Dr.  0.  Hubert  Roberts  for 
his  kindness  in  allowing  him  to  reproduce  many  of  the  beau- 
tiful original  drawings  from  his  work  on  G-yn^cological  Patho- 
logy"; M.  Masson  and  The  New  Sydenham  Society  for  allowing 
him  to  reproduce  several  illustrations  from  Pozzi\s  work  on 
G-yntecology ;  and  Messrs.  Appleton  and  Oo.  for  similar  permis- 
sion in  the  case  of  some  illustrations  from  the  works  of  Kelly 
and  Ciillen.  He  is  also  indebted  to  Professor  E.  H.  Bennett, 
Professor  A.  C.  O'Sullivan,  and  Dr.  Earl,  who  have  kindly  lent 
him  pathological  specimens  from  which  drawings  have  been 
made ;  to  Dr.  Arthur  Ball  for  photographs  of  operations  and 
pathological  conditions;  and  to  Dr.  Drury  and  Dr.  Ball  for 
most  kindly  reading  the  proof  sheets. 

HENRY  JELLETT. 


61,  Lower  Mount  Stebet, 

Mbebion  Square,  Dublin  ; 
October,  1903. 
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CHAPTER  I. 
THE  DIAGNOSIS  OF  GYNECOLOGICAL  CASES. 

The  History  of  the  Patient— Physical  Examination:  Pelvic  Examination, 
Bimanual  Examination,  Combined  Eectal  and  Vaginal  Examination: 
Abdominal  Examination— Diagnostic  Instruments  :  Speculimi,  Tenaculum, 
Sound,  Curette,  Cervical  Dilators,  Microscope— Diagnostic  Operations- 
Importance  of  Early  Diagnosis. 

A  DIAGNOSIS  is  arrived  at  in  gynEecological  cases  by  first 
ascertaining  the  history  of  the  patient,  and  by  then  making  a 
careful  and  complete  physical  examination.  The  relative  value  of 
the  respective  information  obtained  in  these  two  ways  differs  in 
different  cases.  The  history  of  the  patient  is  always  of 
importance,  inasmuch  as  it  tells  us  of  what  she  is  complaining, 
that  is  what  her  subjective  symptoms  are,  but  it  is  seldom  that 
an  accurate  diagnosis  can  be  made  from  it.  Gyn£ecological 
conditions,  differing  widely  in  pathology  and  in  clinical 
importance,  tend  to  cause  symptoms  that  are  identical  in  general 
character,  and  that  differ  only  to  a  small  extent  in  degree,  and 
which  consequently  will  not  form  a  sound  basis  for  accurate 
diagnosis.  The  physical  examination,  on  the  other  hand,  if 
thoroughly  and  systematically  carried  out,  is  of  extreme  im- 
portance, and  enables  the  cause  of  the  particular  group  of 
symptoms  complained  of  to  be  discovered. 

I.  The  HrsTOEY  OF  THE  Patient. — In  eliciting  the  history  of  the 
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patient,  the  following  are  the  principal  points  on    which  in- 
formation must  be  obtained  : — 

(1)  Her  Age. — The  life  of  a  woman  can  be  divided  into 
certain  periods  which  have  an  important  bearing  on  her 
symptoms  and  physical  condition,  and  on  gynecological  treat- 
ment. Accordingly,  it  is  of  importance  to  ascertain  her  age  in 
order  to  know  through  which  of  these  periods  she  is  passing. 
These  periods  are  as  follows  : — 

{a)  Infancy  and  childhood.  This  period  lasts  from  birth 
to  puberty,  and  during  it  the  sexual  organs  are 
dormant,  so  that,  so  far  as  they  are  concerned,  the  child 
is  asexual. 

(b)  Puberty.  Puberty  is  the  term  applied  to  the  commence- 
ment of  the  sexual  life  of  the  woman.  The  age  at 
which  it  occurs  differs  considerably  in  different 
countries,  and  is  affected  by  climate,  mode  of  life,  and 
race.  As  a  general  rule,  it  occurs  earlier  in  hot 
countries,  and  later  in  cold  countries ;  earlier  in  girls 
who  live  in  a  city  or  in  affluent  circumstances,  later  m 
those  who  live  in  the  country  or  in  poor  circumstances ; 
earlier  in  the  Latin  races  than  in  the  Anglo-Saxon.  In 
these  countries,  puberty  usually  occurs  between  the 
ages  of  thirteen  and  sixteen.  Its  onse^is  churagleri^e^ 
b^  the  rapid^^deyelopmenl^Jlie^ J^^^^ 

organs,  the  ajopearaiice^fjIi^iatTO^  changes  in  the 
outline  of  the  figure  due  to  the  increased  deposit  of 
fat,  and  alterutions^riUhe.ha^ 

(c)  Nubility.  ^Nubility  is  the  term  applied  to  the  period  of 

sexual  activity  during  which  childbirth  occurs.  It 
lasts  from  puberty  to  the  menopause.  The  first  feAv 
years  of  this  period  are  characterised  by  the  develop- 
ment of  the  sexual  organs,  the  last  year  or  two  by 
gradual  retrograde  changes  which  take  place  in  them, 
and  the  intervening  years  by  their  full  activity. 

(d)  Menopause.    The  menopause  is  the  term  applied  to  the 
period^cessatjo|Lofjn^ 

The  exact 'thne  at  which  it  occurs  varies  in  different 
women  within  considerable  limits.  According  to  Leith 
Napier,  it  as  a  rule  comes  on  between  forty-five  and  fifty, 
while  the  averag-e  is  forty-seven,  i.  e.  thirty-three  years 
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after  puberty.  It  is  characterised  by  the  cessation  of 
menstruation^  by  the  gradual  loss  of  the  sexual 
appetite,  and,  in  some  women,  by  slight  nervous  dis- 
turbances. 

(e)  R)st-climacteric  period.  This  is  the  concluding  period 
of  a  woman's  life,  and  extends  from  the  menopause  to 
death.  It  is  clmra^ctensed^^  the  atrQghy__Qt__tl}e 
genital^organ  s . 

(2)  Is  she  single,  married,  or  a  widow  ? — If  married,  for  how 
long  ?  If  a  widow,  for  how  long  was  she  married,  and  for  how 
long  is  she  a  widow  ?  The  state  of  life  of  a  woman  is  important 
as  showing  that  she  is,  or  is  not,  exposed  to  some  of  the  causes  of 
genital  disease.  For  a  similar  reason,  if  she  is  married,  it  must 
be  ascertained  Avhether  she  lives  with  her  husband,  and  if  she 
does  not,  how  long  an  interval  has  elapsed  since  last  doing  so. 

(3)  Number  and  Nature  of  Pregnancies. — In  addition  to 
ascertaining  the  number  of  pregnancies,  information  must  be 
obtained  regarding  their  nature  and  the  nature  of  the  respective 
labours.  With  this  object,  the  following  jDoints  must  be 
ascertained : — 

(a)  Duration  of  pregnancies,  /.  e.  number  of  abortions, 
immature  or  premature  births,  and  full-term  labours. 

{h)  Nature  of  labours,  ?.  p.,  normal,  prolonged,  or  instru- 
mental ;  nature  of  complications,  if  any. 

(c)  Nature  of  puerperium,  i.  e.,  a  rapid  convalescence  and 
a  complete  recovery,  or  a  protracted  convalescence ;  if 
the  latter,  the  cause  of  protraction. 

{d)  Time  since  birth  of  last  child.  If  pregnant  at  present, 
for  how  long  ? 

(4)  Menstrual  History. — The  menstrual  history  is  the  most 
important  part  of  the  information  afforded  by  the  patient. 
Information  on  the  following  points  must  be  elicited  : — 

(a)  The  age  at  which  menstruation  commenced. 

[h]  The  usualjnterygj^betw^  periods,  and  the  occur- 
rence of  any  variations  in  it.  The  usual  interval  is 
about  twenty-four  days  from  the  end  of  one  period  to 
the  commencement  of  the  next. 

(c)  Amfl^j^t  of  discharge,  whether  normal,  excessive  (menor- 
rhagia),  scanty,  or  absent  (amennorrhoca) .  It  is  often 
difficult  to  determine  with  any  exactness  what  a  woman 
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means  by  saying  that  the  discharge  is  natural,  excessive, 
or  slight  in  amount.  Every  woman  is  more  or  less  a 
rule  to  herself,  and  usually  when  she  says  that  the  loss 
at  a  period  Avas  natural,  excessive,  or  slight  in  amount, 
she  means  that  the  amount  was  the  same  as,  was 
greater,  or  was  less,  than  it  habitually  is.  Some  more 
definite  idea  of  the  amount  of  the  discharge  may  be 
obtained  by  inquiring  into  the  number  of  napkins  used 
daily  during  the  period,  and  the  extent  to  which  each  was 
soiled.    The  average  amount  is  from  foii_T^tii-si  A^micps. 

{d)  The  usual  duration  of  the  period.  The  duration  of  the 
period  varies  considerably  in  different  women,  even  in 
a  condition  of  perfect  health.  The  usual  duration  is 
from  four  to  five  days. 

(e)  The  occnrrenc^  pf_pain.  A  varying  degree  of  discomfort 
or  even  actual  pain  occurs  in  a  considerable  proportion 
of  women  who  otherwise  appear  to  menstruate  normally 
and  are  apparently  in  perfect  health.  Pain,  however, 
niust  be  reg'arded  as  ]3athological  Avhen  it  is  sufficient  to 
interfer£_vvj|li.t^ 
g,^,graJJiealth . 

(/)  The  panagg^^gl^j^^s.  Normal  menstrual  discharge 
should  not  contain  clots.    Their  presence  is  al^ajs 

{g)  The  occurrence  of  a  di^^arge_^^of_^Qg^^betweenJ 
iDerigc"|s.    This  should  never  occur  in  health :  it  is^a 

and  is  kiiown  as  nogtrorrliagia. 
{h)  The  datg_Qfj§,st^  ^^r^ep^tyji^tion.    This  is  of  considerable 
importance,  as  it  points  to,  or  excludes,  the  probability  of 
pregnancy. 

(5)  The  Presence  of  Vaginal  Discharge. — The  presence  of  a  white 
or  yellow  vaginal  discharge  (leug^rb^a)  is  a  symptom  common 
to  many  forms  of  vaginal  and  uterine  disease.  It  visually  is 
mucoid j3r.milG£)-zP-urulent  in  character,  and insomejcases is waigfj^ 
or  ,qflj^ins.blQQ.d. 

(6)  The  Existence  of  Pain. — The  occurrence  of  pain  must  be 
ascertained,  and  also  its  sjtg,  degree  of  intensity.  Avhether  con- 
tiiijao]js_orjntei^^  and,  if  the  latter,  the  time^aii^^lilgaueiaf y 
of_on^t. 
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(7)  The  General  Health— In  addition  to  determining  the 
presence  of  special  symptoms— the  result  of  genital  disease,  the 
presence  of  any  sym£toms^^uggestiye  Qljii§gase.gf  the  c^^c, 
r^Eiratory,  (lig^fc,  and  uogargj^lg^s  must  also  be  ascer- 
taineJT^ 

II.  The  Physical  Examination. — The  information  obtained 
from  the  physical  examination  of  the  patient  is  even  more  im- 
portant than  that  obtained  from  her  history.  The  latter  tells  the 
symptoms  the  patient  requires  to  be  cured  of,  and  in  most  cases 
furnishes  at  least  a  clue  to  the  nature  of  the  case ;  but  for  the 
exact  diagnosis  of  the  condition  of  affairs  present  the  physical 
examination  has  to  be  almost  entirely  relied  upon.  The  physi<3al 
examination  naturally  falls  under  two  heads  : — 

(1)  Abdominal  examination. 

(2)  Pelvic  examination. 

(1)  Abdominal  Examination. — If  we  exclude  the  examination 
of  organs  other  than  pelvic,  abdominal  examination  is  only  of  use 
in  gynaecological  cases  when  the  abdomen  is  occupied  by  a  tumour 
which  has  risen  above  the  pelvic  brim,  or  when  the  abdomen  is 
distended  by  fluid.  In  such  cases  Ave  can  obtain  by  its  means, 
first,  a  diagiiosis  .^ej^ween  a_t_uinour  and,as:cites,  and  secondly,  if 
the  presence  of  a  tumour  is  determined,  some  information  with 
regard  to  its  siz£,_consigifin£yj_mtliufi,,^^  the  (.->-) 
other^abdADmina^  The  pelvic  connections  of  the  tumour — 
and  in  the  large  majority  of  cases  this  imjDlies  the  differential 
diagnosis  of  the  case — can  only  be  determined  by  means  of  a 

"  bimanual,^^    or   ab domino-vaginal,  examination.  Abdominal 
examination  is  of  special  assistance  in  distiiigiiishingj^^ 
large  _utom^.£r,Jijari^^  an_d  a  ]2regi3|ijrt__jjle]^^  an 

eji.lai-gecl  kidney  _or  spleen,  _or_other^jun^^ 
as^ojoposed^^to^thejDe^^ 

(2)  Pelvic  'Examination. — In  order  to  carry  out  a  thoroughly 
satisfactory  pelvic  examination,  the  patient  must  be  by  preference 
in  the  dQi-sal  position  on  a  suitable  gyntecological  couch,  and  the 
atbcbmina]_jv^^  must  be  relaxed.  If  it  is  impossible  to  procure 
sufficient  relaxation  without  an  auEesthetic,  the  latter  must  be 
administered.  In  all  cases  the  bladder  must  be_  empjy ,  and  also, 
if  possiblCj.  tlxe.intestiiies.  The  most  suitable  gyneecological  couch 
is  undoubtedly  the  "  Veit-Schroeder,"  or  some  modification  of  it 
{v.  Fig,  1).    If,  however,  such  a  couch  is  not  at  hand,  a  satisfac- 
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tory  pelvic  examination  can  be  made  Ly  making  the  patient  lie 
on  her  back  on  a  low  couch  or  bed  with  her  thorax  raised  and 
her  knees  drawn  up,  so  as  to  obtain  the  maximum  relaxation  of 
the  abdominal  wall. 

Vaginal  examination  alone  is  not  of  such  importance  in  gynae- 
cological work  as  in  obstetrical.  By  its  means  the  condition  of 
the  perintBum,  the  vagina,  and  of  the  cervix  can  be  determined, 
but  beyond  this  little  information  is  obtainable. 

The  mode  of  examination  on  which  we  almost  entirely  rely  for 
pelvic  information  is  the  "  bj.m£^]TU^Imeth^od."  This  is  carried 
out  as  follows  : — -Place  the  patieiitnithe  lithotomy  on 
a  gyntecological  couch,  and  standjjetwjeen.^^^  with  the 


Fig.  1. — Veit-Scliroeder  gynseoological  coucli. 


right  foot  upon  the  stool  of  the  couch.  Having  ascertained  that 
the  bladder  is  empty,  introduce  jhe  index  finger  of^hejrigh|Jiaiid 
into  the.  yagiiT^a,  keeping  it  pressed  against  the  pejineeum,  and 
y)  pass,  it  xtpj^gards  -iiiiip_  thQ  g^terio^Jom^.  At  the  same  time  the 
elbow  must  rest  upon  the  right  knee,  in  order  that  the  weight  of 
the  arm  may  be  supported.  The  fiji£ers_ofjbhe_  left _ hand  are 
then  laid  fla^^jyD^in^Jh^^gJj^  the 
tips  reaching  _lialfway  up  to  the  umbilicus.  The  tips  of  the 
fingers  are  |3ressed.  backwards  in  the  directijaLpf  ih^l3j'QffiP^\tory 
oj  the  sacrum,  in  such  a  manner  that  the  fingers  roof  over,  as  it 
were,  the  pelvic  cavity.  Now,  by_miiisaiQJijiug--ili~a^^ 
these  mfch  tlae_finger  jn  the  j:agina.  we  are  enabled  to  determine 
that  something  lies  between  the  two  {v.  Fig.  2).    By  gentlv 
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rotating  the  external  fingers,  we,ai:e^e^l3a]X0JlUli^^ 
of  tjieinterveniii&^^  and  to^tei-nuneuLanann^^^ 
it^ir^wS^TlTSr         in  tlie  vagina  is  not  of  sufficient 
inserting  the  middle  finger  also  we  are  enabled  to 
reach  some  half  an  inch  higher.  If  the  fingers  are  approxmiated 


Fig.  2.— Method  of  making  a  bimamial  examination. 

witlaout  finding  anything  between  them,  the  vaginal  avp,^. 
withdrawn  fromjhe  anteriorjormx  ^and^ 

1jig^£g£^x.  Then,  bx,puslungJhe,^goi^Ui^^  ^ii'^c- 
tion  of  the  external  fingers,  the  entire  uterus,  if  it  is  in  front, 
is  lifted  up  towards  the  abdominal, ^yalL Ai^cUsjJifi3:ejeasUj_felt. 
Ff  theutei-u8  is  lying  posteriorly,  the  cervix,  and  its  junction  with 


8 


PRACTICE  OF  GYNAECOLOGY 


the  body,  alone  are  felt.  Next,  the  y%giiiiS!l^Ilgex^'^3]^!i^iLilli^) 
tl^fljTnstmMnv  "f^T'^ij,;^-  arid,  using  the  external  fingers  as  before, 
the  contents  ^pf  _  Pouglas^^pouch  are  exa-niingd.  In  order  to 
palpate  the  ovaries,  the  vaginal  fingers  are  placed  in  one.or  otlier 


Fig.  3.  — Sagittal  section  through  adult  body,  showing  the  normal  position 
and  relations  of  the  uterus.  Madder,  rectum,  and  abdominal  walls.  The 
intestines  are  not  showi,  and  the  dotted  line  represents  the  outline  of 
the  pelvic  bones.  Note  the  proximity  of  the  anterior  abdominal  wall  to 
the  sacral  promontory.  {Kelly.) 


lB^firgj;Jornix,.^id^^  If  /t;he 

slio^.md.  geniljL^ilwTiwgaid^ 

pgljiaj,ni..pg£aJL^^  The 
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ovary  of  the  same  side  will  then  be  felt  to  slip  between  the 
fino-ers  The  opposite  ovary  can  be  felt  by  examining  at  the 
opposite  side  in  a  similar  manner.    If  the  ovaries  are  not  felt  at 


Fig.  -4. — The  relations  of  the  pelvic  viscera  as  seen  from  above.  {Kelly.) 

first,  the  fingers  should  be  again  drawn  down  as  before,  but 
keeping  closer  to  the  pelvic  brim  or  to  the  uterus,  so  as  to  travel 
over  fresh  ground.    It  is  usually  considered  best  to  examine  the 
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right  adnexa  Avitli  the  fingers  of  the  right  hand  in  the  vagina, 
and  the  left  adnexa  with  the  fingers  of  the  opposite  hand.  The 
great  essentials  necessary  to  make  a  successful  bimanual 
examination  are  to  induce  the  patient  to  relax  the  abdominal 
muscles  or  to  obtain  relaxation  by  ana3sthesiaj  to  see  that  the 
bladder  and  intestines  are  empty,  and  to  make  all  necessary 
movements  with  extreme  gentleness,  avoiding  as  far  as  possible 
unnecessary  movements  of  the  vaginal  fingers. 

A  modification  of  tliis  method  of  examination,  which  often 
enables  vis  to  obtain  more  information,  is  to  make  the  examina- 
tion as  an  abdomino-vagino-rectal  examination  instead  of  as  an 
abdomino-vaginal  examination.  This  is  carried  out  in  the  same 
manner  as  the  previous  method,  with  the  exception  that  the 
middle  finger  of  the  right  hand  is  passed  into  the  rectum,  the 
index  finger  being  kept  in  the  vagina.  In  this  way  it  is  possible 
to  tell  not  only  what  lies  between  the  roof  of  the  vagina  and  the 
abdominal  wall,  but  also  at  the  same  time  what  lies  between  the 
vagina  and  the  rectum. 

It  must  not  be  forgotten  that,  in  addition  to  the  abdominal 
and  pelvic  examination,  a  thorough  physical  examination  must 
be  made  in  all  cases  with  a  view  to  determining  the  condition  of 
the  cardiac,  respiratory,  urinary,  and  digestive  organs. 

"^g^J^ggQ^^gggg^^^^go^^ion,  also  known  as  Marion^^gjjga^j^i- 
tion,  as  it  was  he  who  first  described  it,  is  still  used  by  many 
gyntecologists,  both  for  the  purpose  of  making  a  pelvic  examina- 
tion, and  for  performing  certain  vaginal  operations.  For  the 
benefit  of  those  who  desire  to  follow  in  the  steps  of  their  prede- 
cessors, we  shall  describe  the  method  of  making  a  pelvic 
examination  by  Marion  Sims'  method;  but,  although  we  fully 
recognise  the  very  great  advance  which  it  constituted  over  existing 
methods  at  the  time  at  which  it  was  introduced,  we  cannot  recom- 
mend practitioners  to  adopt  it  or  students  to  learn  how  to 
perform  it  at  the  present  day.  It  is  a  method  of  considerable 
academic  interest,  but  of  little  or  no  practical  importance. 

In  order  to  examine  a  patient  in  this  manner,  a_speciaUsi3fieii- 

lum  is  required — MgUflJI-^is^ciSSlld^i^^  ^ 
patient  .is  placed,  iii.  a "  specialjjo&itiojT,Jh^l^^^ 
Sims  position.    The  description  of  the  examination,  as  given  by 
Marion  Sims  himself,  is  as  follows  :— "  For  a  speculum  examina- 
tion, the  patient  is  to  lie  on  the  left  side.    The  thighs  are  to  be 
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flexed  at  about  right  angles  with  the  pelvis,  the  right  being 
drawn  up  a  little  more  than  the  left.  The  left  arm  is  thrown 
beliind  across  the  back,  and  the  chest  rotated  forwards,  bringing 
the  sternum  very  nearly  in  contact  with  the  table,  while  the  spine 
is  fully  extended,  with  the  head  resting  on  the  left  parietal  bone. 
The  head  must  not  be  flexed  on  the  sternum,  nor  the  right 
shoulder  elevated.  Indeed,  the  position  must  simulate  that  on 
the  knees  as  much  as  possible,  and  for  this  reason  the  patient  is 
rolled  over  on  the  front,  making  it  a  left  lateral  semi-prone  posi- 
tion. The  nurse  or  assistant  standing  at  her  back  pulls  up  the 
right  side  of  the  nates  with  the  left  hand,  when  the  surgeon 
introduces  the  speculum,  elevates  the  perina3um,  and  gives  the 
instrument  into  the  right  hand  of  the  assistant,  who  holds  it 
firmly  in  the  desired  position."  The  speculum  is  introduced 
under  the  guidance  of  the  right  index  finger,  and  care  is  taken 
that  it  does  not  catch  against  the  cervix.    "  If  the  patient  then 


Fig.  5.— Cylindrical  speculum  made  in  metal  after  Fergusson's  model. 

breathes  easily,  the  vagina  yviW  be  immediately  distended  by  the 
pressure  of  the  atmosphere,  so  as  to  bring  the  neck  of  the  uterus, 
the  posterior  cul-de-sac,  and  the  whole  of  the  anterior  wall  of 
the  vagina  into  view,  mthout  the  least  traction,  pressure,  or 
suffering." 

If  the  chief  object  of  a  pelvic  examination  was  to  inspect  the 
vaginal  mucous  membrane  and  the  vaginal  portion  of  the  cervix, 
Marion  Sims'  position  would  be  invaluable.  As,  however,  we  now 
recognise  that  the  most  important  lesions  in  gynjBCological 
diseases  lie  beyond  the  vagina,  its  value  as  a  diagnostic  aid  is 
small.  We  shall,  subsequently,  refer  to  its  use  for  operative 
purposes  [v.  page  234). 

Diagnostic  Instruments. — Amongst  the  most  important  instru- 
ments which  are  used  for  diagnostic  purposes  are  the  following  : — 

Speculum. — A  suitable  speculum  is  necessary  in  order  to  ascer- 
tain the  condition  of  the  vaginal  or  cervical  mucous  membrane. 
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The  most  serviceable  form  for  this  purpose  is  Fergussoii's  cylin- 
drical speculum  or  some  modification  of  it  {v.  Fig.  5).  It  must 
be  made  of  metal  or  of  porcelain,  to  enable  it  to  be  sterilised  by 
boiling.  Another  form,  which  is  sometimes  more  easily  used  as 
it  is  self -retaining,  is  Nott's  trivalve  speculum  {v.  Fig.  6).  This  is 
composed  of  three  blades,  which  approximately  form  arcs  of  the 


Fig.  6. — Nott's  trivalve  speculum,  almost  ^  scale. 

same  circle.  It  is  inserted  with  the  three  blades  in  apposition 
with  one  another,  and  when  in  position  these  are  made  to  diverge 
eccentrically  by  means  of  a  screw. 

Volsellum. — The  most  generally  iised  form  of  volsellum  is  that 
known  as  an  American  bullet  forceps  {v.  Fig.  7).  Such  an  in- 
strument is  required  for  fixing  the  cervix  or  drawing  it  down 


Fig.  7. — American  bullet  forceps. 


into  view,  and  for  this  purpose  an  American  forceps  is  admirably 
suited. 

Sound. — A  uterine  sound  is  of  use  fQ£j;Scertaisi]igLtll^^ 
of__tlie  jitegjs  when  it  is  impossible  to  do  so  by  a  bimanual 
examination.    It  is  also  used  for  ascertaining  the  Igng^andjji^e 
of  the  uterine  cavity,  the  presence_olj§j3n£n  of  the 

nterus— as  double  uterus  or  the  like,  an^he_Qxisi£lice_and_c^^ 
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line  of_intra-uterine  tmiioiirs.  The  sound,  like  many  other 
tW-s,  lias  falW^to^  certain  amount  of  disrepute  owmg  to.  its 
too  frequent  and  too  incautious  use  in  the  past.  When  it  is  intro- 
duced through  a  septic  vagina  into  the  uterine  cavity  it  is  un- 
doubtedly a  dangerous  instrument.  It  must  be  remembered  that, 
if  it  is  to  be  used  with  safety,  the  vaginaoi^^  ^ 
(SSS^aiOisii^^  or  else  the  sound  must  be  passed 
through  the  latter  in  such  a  manner  that  it  does  not  come  m 
contact  Avith  the  mucous  membrane. 

Curette.—^  curette  {v.  Figs.  180—183)  is  a  serA^iceable  instru- 
ment for  ascertaining  the  nature  of  obscure  conditions  of  the 
uterine  mucous  membrane,  inasmuch  as  it  enables  us  to  bring 
away  a  small  portion  of  the  latter,  which  can  then  be  examined 
under  the  microscope.  By  its  timely  use  in  cases  of  uterine  hemor- 
rhage, malignant  diseases  can  be  recognised  in  their  early  stage, 
and^hus  the  most  favourable  chance  given  for  operative  inter- 
ference. 

Cervical  Dilators.— Cervical  dilators  of  some  form  are  necessary 
in  almost  all  cases  in  which  it  is  considered  advisable  to  pass  the 
finger  into  the  uterus  in  order  to  ascertain  the  nature  of  its  con- 
tents. They  may  be  divided  into  two  classes — those  which  a,ct 
^-adu^lly,  and  those  which  act  ra£idly.  v  , 

In  the  first  class,  come  the  so-called  t.egts  and  hydrostatic  dila- 
tors. A  tent  is  the  name  applied  to  cylindrical  rods  of  different 
sizes  niade_frQm  various  absorbenjLmb§t§a2es,  which_.teiid  Jo 
increa^ejn_size_asjhe  The  commonest,  and 

the  safest  to  use,  as  they  can  be  most  easily  sterilised,  are  those 
made  from  sea4angle  {Laminaria  digitata) .    These  are  kept  in 
absolute  alcohol  and  corrosive  sublimate  (1  per  cent,  solution), 
and  before  use  are  immersed,  for  a  second,  in  water.  They  are  then 
passed  into  the  cervix,  taking  care  that  they  traverse  the  internal 
OS.    The  number  used  depends  upon  their  size  and  upon  the  initial 
capacity  of  the  cervical  canal.    It  is  better  to  use  a  number  of 
small  tents  than  one  or  two  large  ones,  and  as  a  rule  as  many  are 
inserted  as  the  cervix  will  hold  without  any  forcing.  T^oelp- 
wgod  tents  are  also  sometimes  used  as  a  substitute  for  laminaria. 
They  can  be  obtained  of  a  larger  size  than  can  the  latter,  and  are 
said  to  expand  more  uniformly.    They  are  sterilised  in  corrosive 
and  alcohol  as  described.    Tents  are-  also  made  of  sjDO^e,  but 
they  are  inadmissible  on  account  of  the  difiiculty  of  sterilising 
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them.  Teii ts  produce  their  maximum  jimouut  of  dilatatioii^with- 
in  twelve  to  twent;g-f our  hours.  If  a  further  amount  of  dilata- 
tion is  required^  the  first  set  of  tents  is  removed  and  an  increased 
number  inserted  {v.  page  322).  ITydrog^tjc  dilators — of  which 
Barnes^,  bag  is  a  type — are  very  rarely  used  in  gynsecological 
practice.  A  third  method  of  gradual  dilatation,  but  one  which 
is  very  much  slower  than  the  foregoing,  is  the  in_troduction  of  a 
succession  of  fi£m,tampon.ades_of  iodoform  gauze  into  the  uteriiie 
cavity.  Each  tanipon'ade  is~Ieft~in  froni..twenty-foT:^:e  tn  foTj'y- 
eight  hours,  and  the  process  usually  requires  to  be  repeated  some 
six  or  eight  times  in  order  to  obtain  sufficient  dilatation.  During 
this  process,  it  is  not  necessary  to  confine  the  patient  to  bed,  as  is 
the  case  when  tents  are  used,  and  this  in  itself  is  sometimes  of 
advantage. 

X        In  the  second  class  of  cervical  dilators  are  included  Hegar^s 
dilators  jand  their  various  m^djAcatiqns.     Hegar's  dilators  are 


Fig.  8. — Hegar's  dilators. 


made  of  vulcanite  or  metal,  and  in  twenty-six  sizes  (r.  Fig.  8). 
They  are  graduated  from  No.  1,  which  is  about  the  size  of  a 
coarse  knitting-needle,  up  to  No.  26,  and  the  numbers_corresj)ond 
to  their  diameter^ in  imlHmetr es .  In  order  to  introduce  them,  the 
cervix  is  seized  in  a  bullet  forceps,  and  then,  after  ascertaining 
the  direction  of  the  cervical  canal  by  means  of  a  sound,  the 
largest  dilator,  which  the  cervix  will  admit,  is  passed.  This  is 
followed  after  a  few  seconds'  interval  by  the  next  in  size,  and  so, 
on  until  the  required  degree  of  dilatation  is  obtained.  These 
dilators  furnish  the  most  satisfactory  means  of  obtaining  the 
degree  of  dilatation  necessary  for  curetting,  i.  e.  about  up  to 
No.  10;  after  this,  however,  they  tend  to  tear  the  cer\nx  unless 
it  is  unusually  dilatable  {v.  page  322). 

The  Microscope. — It  is  of  course  impossible  to  deal  here  with 
the  use  of  the  microscope  for  diagnostic  purposes.  It  is  only 
necessary  to  call  attention  to  the  great  value  of  microscopical 
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examination  in  diagnosing  malignant  disease  in  its  early  stages, 
and  tubercular  disease  at  almost  any  stage. 

Diagnostic  Operations. — In  some  cases  of  obscure  intra-peri- 
toneal  disease,  the  only  method  of  effecting  a  diagnosis  is  by 
means  of  a  celiotomy.  Such  a  coeliotomy  may  be  performed 
through  the  abdominal  wall  or  through  the  vagina.  As  a  general 
rule  we  should  follow  the  latter  route,  if  we  have  reason  to 
believe  that  by  so  doing  we  can  obtain  the  information  we 
require,  as  the  danger  of  a  vaginal  coeliotomy  is  less  than  that 
of  an  abdominal  one  {v.  page  247). 

The  dijitaJ^iiiilstrmnental  exploration  of  .the  jitejiiie_cavity, 
the  rem£yalj)f  the  endometrium,  or_of_a^portion_Qf  some  cervical 
or^vaginaljbumour  for  microscopical  examination,  and  the  digital 
or  ocular_jx^iPi319;tioi\  of  bladder,  must  also  be  included 

under  this  heading  as  minor  diagnostic  operations. 

Before  leaving  the  subject  of  diagnosis  the  author  would  like 
to  insist  on  the  necessity  of  making  an  accurate  diagnosis  of  all 
cases  of  uterine  hgemorrhage,  and  of  abdominal  tumours,  at 
the  earliest  possible  moment.  Nothing  has  contributed  to  the 
comparative  failure  of  the  operative  treatment  of  malignant 
disease  in  the  past  so  much  as  the  neglect  of  this  precaution. 


CHAPTER  11. 


MENSTEUATION  AND  ITS  DISOEDEES. 

Menstiamtiou  :  Theories  concerning — Amenorrhcea  :  Apparent,  Actual — 
Menorrhagia  and  Metrorrhagia — Dysmenorrhoea :  Membranous  Dys- 
inenorrhcea. 

There  are  many  objections  to  the  customary  plan  followed  in 
gynascological  handbooks  of  deroting  a  chapter  to  the  disorders 
of  menstruation.  These  disorders  are  purely  symptomatic^  and 
when  described  in  a  separate  chapter  to  students,  the  latter  are 
onlj  too  likely  to  consider  them  as  definite  diseases,  and  to  be 
quite  satisfied  with  making  a  diagnosis  of  "  menorrhagia,"  or 
"  amenorrhcea,"  or  "  metrorrhagia,^'  as  the  case  may  be,  without 
paying  any  attention  to  the  preceding  causes  of  the  condition. 
At  the  same  time,  it  is  very  difficult  to  conyey  a  knowledge  of 
these  disorders  without  making  a  definite  attempt  to  classify 
their  causes  and  varieties.  On  the  whole,  it  is  probably  better  to 
include  such  a  chapter,  limiting  it,  however,  as  far  as  possible  to 
a  statement  of  the  varieties  and  causes  of  these  disorders,  and 
discussing  the  treatment  in  another  place. 

Before  considering  the  disorders  of  menstruation,  it  is  neces- 
sary to  have  some  knowledge  of  the  physiology  of  this  process. 

MENSTEUATION. 

Menstruation  {menstrualis,  monthly)  is  the  term  applied  to  the 
periodicaj^^^pe^^of  the.,  menstoual  -vvhich^escape  .  takes 

menojDausej  .^gggt  during  j3regiiancy.^_{ind_  lactation.  In  these 
countries,  pul^r^,  as  a  rule,  occurs  between  the  ages  of  thirteen 
and  sixteen.    In  hot  countries,  on  the  other  hand,  it  comes  on  at 
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an  earlier  date,  and  in  cold  countries  at  a  later.  The  menopause 
usually  comes  on  about  thirty-three  years  after  puberty,  that  is 
some  time  between  forty-five  and  fifty.  The  menstrual  fluid 
consists  of  venous  blood — which  is  prevented^from^cbtting 
owing_tp  its  mixture^jnt^  the  acid_vag-inal  discharge,  and  of 
frap;ments  of  endometrium  which  are  undergoing  fatty  degenera- 
tioii.  It  varies  in  amount  from  fouT_Jo_si2c_oujiees,  and  its 
dischargelastsjio^^   from  four  to.fiye  dajs.    In  the  amount 
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Fig.  9.  —  Section  of  the  mucous  membrane  of  the  uterus  during  normal 

menstriiation.  {Wyder.) 

of  the  discharge,  the  attendant  symptoms,  the  duration  of  the 
period,  and  the  interval  between  the  periods,  every  woman  is 
a  law  to  herself. 

It  would  be  impossible  to  give  an  account  of  all  the  different 
theories  which  have  been  advanced  with  regard  to  the  causes  of 
the  changes  that  take  place  during  or  in  association  with 
menstruation,  and  with  regard  to  the  cause  of  the  process  itself. 
In  the  following  description  Bland-Sutton/s  teaching  is  followed. 
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The  prii;;ppal  changes,  which  take  place  duriiig__or  in 
agsociation  with  meiiatma^tion,  are  to  be  found  in  the  ovaries, 
and  in  the  uterus.  In  thj^^^  ovaries,  the  process  known  as 
ovulation — that  is,  the  ripening  and  escape  of  an  ovum  from  the 
ovary — takes  place.  Most  usually  the  ovum,  after  it  has  escaped 
from  the  ovary,  fallsjnto  th^J^lojDian  tube  and  is  carried  alon^ 
it  into  the  uterus.  If  the_  ovum  is  fertilised,  it  develops  into  an 
embryo ;  if  it  is  not,  it  is  perhaps  carried  oif  in  the  menstrual 
discharge.  The  exact  relationship  in  point  of  time  between 
ovulation  and  menstruation  is  not  very  clear,  but,  in  all  jjro- 
b ability,  the  ojum  enters  the  uterine  cavity  either  just  prior  to, 
or_dUmn^:jjn£a§ia:u^^ 

In  the  uterjis,  the  following  changes  take  place  during 
menstruation  : — "  The  mucosa  of  the  non-menstruating  uterus  is 
composed  of  a  stroma  containing  numerous  glands  and  blood- 
vessels, and  covered  by  a  single  layer  of  cubical  epithelium. 
Shortly  before  menstruation  begins,  the  stroma^eUs  probferate 
and  the  superficial.j^§sels_l)jcpm^^  ;  with  increased  cpn- 

gestioii,  the_dilated  capillaries  l3reak  down  and  blood  is  _extra- 
vasated  into  the  superficial  parts  of  th^jtiwajnider.  th_e  .epithe- 
lium. Later,  the  epithelium  gives_way,  probaMy_in_part  Jrom 
a  degenerative .  change,  and_Js_cast_ofLj-long_v^^ 
the  stroma  and  of  the  glaiidular_epithglium.  The  debris  passes 
out  with  the  menstrual  fluid.  After  a  time,  reg^ener^tion.  of  jbhe 
muco_sal  surfaces  takes  place..b£ihe  reprpduytion  of  epithelium 
partly  from  the  torn,  e.dges  .gf  ,the., glands  and  p.artly._bj_the 
timisfoimation^^  (Bland-Sutton)  {v.  Fig.  9). 

The  proliferation  of  the  stroma  of  the  endometrium,  which 
takes  place  prior  to  each  menstrual  period,  may  be  regarded  as  a 
periodical  attempt  to  prepare  a  suitable  nidus  for  the  possible 
advent  of  an  impregnated  oviim.  If  there  is  no  such  ovum  to 
make  use  of  the  uterus  thus  prepared  for  its  reception,  the  hyper- 
trophied  mucous  membrane  is  thrown  off  during  menstruation, 
regenerates  itself,  and  again  hypertrophies  prior  to  the  next  period. 

The  explanation  of  the  regular  four-weekly  recurrence  of 
menstruation  will  be  best  found  by  considering  menstruation  as 
a  cyclical  process,  exactly  as  is  respiration  or  the  action  of  the 
heart.    The  respiratory  cycle  lasts  for  four  seconds,  the  cardiac 
;  cycle  a  little  less  than  one  second,  while  the  generative  cycle 
'  lasts  for  four  weeks. 
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AMENOEEHGEA. 

Amenorrlioea  [a,  negative;  fxi^v,  a  month;  jotwj  I  flow)  is  the 
term  applied  to  the  non-appearance  or  disappearance  of  the 
menstrual  discharge  during  the  normal  "  menstrual  life  "  of  a 
woman.  This  disappearance  may  occur  as  a  physiological  or 
as  a  pathological  process.  It  is  a_ physiological  process  when_jt 
occurs  as  the  jesult^gf  pregn^n^  or  lactadon ;  it  is  a  patho- 
logical process  when  it  results  from  disease  either  local  or 
general. 

Pathologisal_ameiiorr^^  with  which  we  are  alone  concerned^ 
may  be  divided  into  two  classes  : — 

(a)  Apparent  amenorrlioea. 

(b)  Actual  amenorrhoea. 

(a)  Apparent  Amenorrhoea. — By  apparent  amenorrhoea^  or 
cryptomenorrhoea  {KpvTrrog,  hidden;  fxijv;  ptoj),  is  meant  that 
there  is  no_ external  appearance  of  menstrual  discharge,  although 
the  ordinary  menstrual  changes  are  taking  place  inside  the 
uterus  in  the  usual  manner.  Such  a  condition  is  the  result  of  an 
obstruction,  cong;ejgital_w;,^_a^^  to  the  outfl,o^Y  "f  the 
menstriiaLfluid-  Obstruction  is  most  usually  caused  by  an  im- 
pCTforateJixmeii ;  more  rarely  it  arises  as  the  result  of  congenital 
o^ccbision^of  the  jva^ina  or^_c^^  or  from  acquired  obstruc- 
tion.of  these  passages  due  to  their  cicatricial  obliteration  {v. 
page  216). 

(b)  Actual  Amenorrhoea. — By  actual  amenorrhoea  is  meant  that 
there  is  a  coinplete  cessation,  either  temporary  or  permanent,  of 
th_ej)hysi£]ogical_e^c^  uterine,  blood-vessels. 
It  must,  however,  be  borne  in  mind  that  the  occurrence  of  actual 
amenorrhoea  does  not  by  any  means  imply  that  ovulation  is  not 
going  on  in  its  normal  manner.  In  some  cases  this  latter  process 
i«  CQpy2letelx,su]2jgre^  iLiUia^_ejver_started  ;  in  other  cases  it 
c^ntijme.s,  although  there  may  be  no  external  manifestation 
associated  with  it  in  the  form  of  menstrual  discharge. 

As  menstruation  is  depeiident  on  the  healthy  condition  of  three 
Qf_yi^_great_£jrstem  it  follows  that  any  interfer- 

ence with  the  functions  of  these  systems  may  bring  about 
amenorrhoea.    These  three  systems  are  : — 
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(1)  The  generative  system. 

(2)  The  circulatory  system. 

(3)  The  nervous  system. 

(T)  Ths^^^G&rier^^  — Amenorrhoea  occurring  as  the 

result  of  pathological  conditions  of  the  generative  system  may  be 
due  to  : — 

(a)  Congenital  absence  o.l uterus  or  pyajiies. 

ih)  Eempval  of  uterus  or  ovaries  by  operation. 

(c)  Airophy_or_complete  destruction. _of_oyuries_orL_ej]^ 

inetrijam  by_infl  by  new  growths,  or 

after  parturition  (hyperinvolution) . 

wJufili  thTamounTHlfiooHIIaie^  tend 
to  produce  amenorrhoea.  The  chief  of  these  are  anasmia,  chloro- 
sis, leucocytheemia,  and  an_conditiojQ^  winch 

or  .frea>iejiilxxe]3eated^^^  A^JeMitatmg^ndijtbn^ 
will~come  into  this  list  also.  They  probably  produce  amenorrhoea 
either  by  interfering  with  the  quality  or  quantity  of  the  blood 
owing  to  the  accompanying  diminished  nutrition,  or,  by  weaken- 
ing the  action  of  the  heart  and  lowering  the  blood-pressure,  they 
render  the  capillary  vessels  of  the  uterus  less  likely  to  rupture  in 
the  ordinary  manner.  Amongst  such  conditions  must  be  men- 
tioned tuberculosis  ma^igjiani^disi^^  the  final_sta.gesj5f_ca£diac 
and_renal_disease,  debi]itating:,jgv^  during  the  period  of 
pyrexia  and  of  convalescence,  and  various^toxic^coii^iti  as  in 
chronic  poisoning  by  lead,  mercury,  morphia,  and  alcohol 
(Labadie-Lagrave) . 

(3}  Tli^^miMyM^II}- — ^Exo£htti^alim^  generaljoara- 
lys^  and  other  forms"' of  nervous  disease  frequently  produce 
amenorrhoea.  So-called  "reflex  anienorrhqea"  is  said  to  be  caused 
by  sudden  chills,  iced  drinks,  or  cold  baths,  just  before  the 
appearance  of  the  flow.  Such  conditions  may  give  rise  to  a  very 
temporary  amenorrboea  lasting  for  one  period ;  it  is  difficult  to 
understand  how  they  could  produce  a  more  permanent  effect. 
Finally,  the  condition  known  as  "  sjoryDathetic^an^^ 
(Labadie-Lagrave),  i.  e.  amenorrhoea  ocmimg:JiUiatie;ii§J5;ho 
are  very3nxim3^tQ_.Miei^  tp^Jj^pjiegnant,  or  who 

are  persuaded  that  they  have  reached  the  menopause— auto- 
suggestion (Pozzi),  is  also  nervous  in  origin. 
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MENORRHAGIA  AND  METRORRHAGIA. 

MenorrliMia  {univ;  phyvvfii,  I  burst  forth)  is  the  term  applied 
to  e^ccessive^rn^nst^^  Mek;o^i^ia  {unrna,  the 

womb;  pi)jvvfxi)  is  the  term  applied  to  liae^orrhage .occurring 
between  the  normal,  .periods  of  menstruation.  It  is  most  fre- 
quently found  in  association  with  monorrhagia.  As  in  the  case 
of  amenorrhoea,  the  causes  of  menorrhagia  and  metrorrhagia 
may  be  divided  into  those  arising  in  :  — 

(1)  The  genital  system. 

(2)  The  circulatory  system. 

(3)  The  nervous  system. 

m  genital  .8vstem.— All  the  causes  of  menorrhagia  or 

metrorrhagia,  arising  as  a  result  of  disease  of  the  genital 
system,  may  be  traced  to  the  one  factor — congestion.  All_d-|iny 
condition  whicli,j?redisppses  to,,  gii.causes,  cpngestiai^  will,  ipso 
facto,  favour  the  occurrence  of  monorrhagia.  The  commonest  of 
these  factors  is  ^nd^^eitisT  while  tumours  of  the  uterus_or 
ovaries,  inflainmatory . conditions  of  ,  tlie^same^r^ns,  displace- 
ments, pjacenM^or  decidual  .ren^^^  lying  in  the  uterus,  extra- 
uterine pregnancy,  and,  ^i^^^glntioii  must  also  be  included. 

(2]  T^^imii^i^^^^^Mm'^- — All  £onditi£ns_jwhich^ 
rais^  the- Jjlopxl-pr.eiisure  must  be  considered  as  causes  of 
menorrhagia.  Amongst  these  come  the  earlier_stages  of  heart 
and  renal  di_sease,  hepatic  cirrhosis,  tumours  which  compress  the 
pOTtal  yein_or  inferior  yena__cay a,  emphysema  of  the  .  lungs, 
bronchi^.fftasis ,  and  f eyer§. 

(3^  The^^g^^j^i§^^^^S^l^^^. — As  certain  conditions  are  seen  to 
cause  "reflex  amenorrhoea,"  so  certain  conditions  may  cause 
"reflex  insnorrhagia."  The  chief  of  these  are  too  frequent 
coitus,  f^ijls — especially  on  the  breech,  too  frequent  use  of  hot 
baths,  severe  mental^  emotioiis,  and  occasionally  perhaps  mental 
disease  (Labadie-Lagrave) . 

DYSMENORRHCEA. 

Dysmenorrhoea  {8vq,  with  difficulty ;  /ni'iv ;  ptw)  is  the  term 
applied  to  painihil  inenstinia|iou .  In  some  women,  menstruation 
is  always  ^^^KST^^acertain  amount  of  pain,  or  perhaps 
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it  would  be  better  to  say  by  a  certain  amount  of  discomfort, 
and  in  them  the  condition  cannot  be  called  dysmenorrhoea.  The 
tenn  must  rather  be  .confined  to  those  cases_in  whiQh_jnenstr^ 
is  accompanied  by  pain  sufficiently  .marked,  either  owing  to  its 
unaccustomed  occurrence  or  to  its  degree,  to  be  attended  by 
nervous  or_  constitutional  disturbance. 
-^jwJeOd-t,  The  c^ses  of  ^d^menorrl;^flea  are  as  follows  : — 
kAow.kvuJL    (1)  Undeveloped  conditions  of  the  uterus  or  ovaries. 

(2  j  Inflammatory  lesions  of  the  uterus,  ovaries,  or  tubes. 

(3)  Displacements  of  the  uterus  which  involve  the  presence 
of  a  sharp  bend  in  the  lower  portion  of  the  utero- 
cervical  canal. 

(4)  Tumours  of  the  uterus,  ovaries,  or  tubes. 

(5)  Congenital  or  acquired  stenosis  of  the  cervical  canal. 

(6)  Certain  more  or  less  obscure  nervous  conditions — so- 
£v^i4vrt.  cte>j<i^     called  neuralgic  dysmenorrhoea. 

It  will  be  seen  that  the  majority_,of^hese  _causes^j^ 
djici2:g_cong;estion_of_t      uterus  or  ajDpendages.    Such  conges- 
tion causes  an.  excessive  iiacrease  of_ vascular,  tension  _dimng 
menstruation,  and  so  _  produces  increased  pressure  up_on  the 
terminal  nerve  filaments  (Fritsch).    In  those  cases  in  which 
dysmenorrhoea  is  not  due  to  congestion,  a  mechanical  cause  can 
generally  be  found  for  its  occurrence.    This  i^^cts-^ipaL^ause 
takes  the  form  of  an  obstruction  to  ovulation,  or  to  the  escape  of 
Cc~:>  the  menstrual  fluid.    An  ob^tnictigl_tQj?X!^^     may  be  brought 
'■'>$'about_  jjy  p ei;i-o opligri^i^ .  in  which  condition  the  thickening  of 
the  capsule  of  the  ovary  prevents  the  rupture  of  the  Grraafian 
(Qr)follicle.    An  obstrujytiofLjio__tbe^  .  e.scj.pe,..ol_tlj,e^jXL&natrual  fluid 
may  be  caused^Jiy  stenosis  or  atresia  of  iJia-C^iiYiciiL  cginal,  by 
tumours  or  congested _ endometrium  blocking  the  os_intjriium, 
and  by  acute  flexions  of_  the  uterjis. 

As  MacNaughton  Jones  has  pointed  out,  the  relation  between 
congestive  and  obstructive  dysmenorrhoea  is  very  close.  Con- 
gestion of  the  uterus  during  menstruation  leads  to  obstruction, 
and  obstructioiT  in  its  turn  leads  to  congestion.  In  consequence, 
it  is  extremely  difficult  to  say  deflnitely  in  any  case  whether  con- 
gestion or  obstruction  is  the  primary  cause  of  the  dysmenorrhcEa, 
and,  as  a  rule,  if  our  treatment  is  to  be  successful,  both  factors 
must  be  treated. 

The  existence  of  such  a  condition  as  obstructive  dysmenorrhoea 
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is  vigorously  denied  by  many  authorities,  on  the  ground  that 
no  case  of  true  obstruction  has  ever  been  shown  to  exist,  and 
many  other  theories  have  been  brought  forward  to  account  for 
the  origin  of  the  pain.  The  usual  altgmatiYe  eij^plwatipn  offered 
is  that°the  p^niijsjjvm^ t n  the  occurrence  of  _smsmodic_cpntrac- 
ti2IL.2LiliS.Ji!HB,Sj  which,  instea^_ofj3ontr^^^ 
slowly  and  gradually,  to  expel  the  menstrual  discharge,  contracts 
spasmodically,  that  is  violently,  suddenly,  and  painfully.  That 
such  contractions  occur  is  doubtless  true,  but  there  must  be 
some  definite  cause  for  their  occurrence.  Herman,  who  is 
opposed  to  the  obstruction  theory,  suggests  that  in  "  spasmodic 
dysmenorrhoea  the  want  of  physiological  relaxation  of  the  cervix 
prevents  normal,  regular,  and  painless  contraction  of  the  body." 
We  confess  that  we  do  not  consider  that  this  explanation  is  as 
satisfactory  as  one  which  attributes  the  cause  of  the  spasmodic 
contraction  of  the  uterus  to  an  effort  to  overcome  an  obstruction 
caused  in  the  manner  we  have  described.  It  is  somewhat  significant 
that  the  rule  in  these  cases^of  dysmenorrhoea  js  to  find  an  exaggera- 
tion_ofth^prmai_flexio^ 

is  narrower  than  Jj-ormal,  and  it  is  equally  significant  that  even 
those,  who  oppose  the  obstructive  theory  on  theoretical  grounds, 
resort,  in  practice,  to  measures  whose  result  is  to  remove  such 
obstruction.  The  dispute  which  has  raged  round  the  true 
cause  of  the  dysmenorrhoea  in  these  cases  has  become  one  of 
words  more  than  of  anything  else,  and  might  with  profit  be 
abandoned. 

Injgniejextj:enigly_j;^E6.  cases  the  ei^tire^mjj^ou^^^  of 
the  uteru^j3ecomgs_jLg^agh^_  at.  ea^^^  and  is 

expelled,  causing  during  the  latter  process  great  dysmenorrhoea. 
To  this  condition  the  term  m^^x^S^§,i::~,^B.,§^^UsMliMk=c>^^\ 
menorrhoea  has  been  given.  The  aetiology  of  this  condition  is 
somewhat  obscure.  Undoubtedly,  many  cases,  in  which  casts  of 
the  uterus  have  been  expelled,  were  in  reality  cases  ,o£ _  aljortigji 
g£  of  extza^iitaqne  ^  ]2regmilgY,  but  also  well-authenticated  cases 
of  true  membranous  dysmenorrhoea  have  occurred,  in  which 
there  was  no  possibility  of  the  condition  being  due  to  either  of 
these  causes.  Emmet  attributed  such  cases  to  an  altered 
condition  of  nutrition  of  the  mucous  membrane,  which,  instead 
of  undergoing  fatty  degeneration  prior  to  the  menstrual  period, 
becomes  hypertrophied.    As  a  result,  when  menstruation  occurs, 
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the  blood,  instead  of  forcing  its  way  tlirough  the  endometrium, 
collects  below  it,  and  so  detaches  it  in  a  single  piece.  De  Sinety, 
who  considered  that  the  menstrual  blood  comes  from  the 
superficial  group  of  capillaries  of  the  endometrium  under  normal 
circumstances,  believes  that  in  these  cases  the  hasmorrhage  comes 
from  the  submucous  capillaries,  and  that  its  escape  thence  being 
impeded,  it  causes  a  detachment  of  the  mucous  membrane. 
Siredey  brings  forward  another  theory,  that  owing  to  certain 
causes  unduly  strong  contractions  of  the  uterus  occur,  as  a  result 
of  which  the  entire  mucous  membrane  is  thrown  off  in  the  same 
manner  that  the  placenta  is  detached  after  delivery.  Such  a 
process  is,  however,  scarcely  possible  unless  previous  hypertrophy 
of  the  endometrium  had  occurred. 


CHAPTER  III. 


DISEASES  or  THK  BLADDEE  AND  URETHEA. 

The  Bladder:  Cystitis;  etiology.  Symptoms,  Treatment— The  Urethra: 
VasciUar  Carimcle ;  Varieties,  Symptoms,  Treatment— Prolapse  of  the 
Urethral  Mucons  Membrane;  Symptoms,  Treatment. 

THE  BLADDER. 

Cystitis.— Cystitis  {Kvam;  the  bladder)  is  the  term  applied 
to  in^mmation.OifJ  Jilie_bladder . 

etiology. — Cystitis  may  arise  in  any  of  the  follomng  ways  : — 
(IJ,  By  infectioncajii^^  This 
is  very  much  the  most  common  mode  of  infection.  In  cases  of 
pre-existing  vaginitis  or  urethritis,  bacteria  may  be  carried  into 
the  bladder  on  catheters  or  other  instruments,  or  they  may  make 
their  own  way  in  by  gradual  extension  of  the  inflammation  up- 
wards. Also,  even  when  there  are  no  bacteria  in  the  urethra, 
they  can  be  carried  into  the  bladder  by  means  of  dirty  instru- 
ments. 

(2^  By  infection,  trgArelling. ^downwards.  Jrom  ihs-  kidneys,  or 
ureters.  In  this  case  the  bacteria  may  come  from  an  already 
infected  kidney  or  ureter,  or  they  may  be  eliminated  from  the 
blood  by  a  healthy,  or  comparatively  healthy,  kidney. 

(3^  By   infection,  extending^jiiiieclly^fror^ 
septic   area.    This   extension   can  occur  il^hejDladder  wall 
becomes-  involved  in  the  inflammatory:  ciianges  which  take  place 
ili_the  tissues  surroun^ng  a  sej)tic_arfia,  or  if  an  abscess  formed 
in  some  neighbouring  structure  bursts  into  the JiLadder. 

(4^  By  infg^tjgn  reaching  the  bladder  tl^^mghJ^hgJjlQRd. 

It  must  be  remembered  that  the  mere  presence  of  bacteria  in 
the  bladder  is  not  sufficient  to  bring  about  cystitis ;  there  must, 
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in  all  probability^  be  some  pygdisjjosing^  cause  which  enables  the 
bacteria  to  attack  the  bladder  wall.  The  exact  nature  of  these 
causes  cannot  be  regarded  as  fully  ascertained,  but  two  of  the 
chief  of  them  are  probably  to  be  found  in  any  coiiditj.Qii_wh_ich 
'  PXgy^ilfejtlt^J^oiiyjl^  bladder,  and  in  lesions  of 

(•i'^th^_epith^lium_^ 

The  bac^mg,  which  are  ra£st_^omm£nl^iii^^  with  in  cystitis  are 
the  gonococcus,  streptococcus,  staphylococcus,  '  BdciUus  coli 
communis,  and  tubercle  bacillus. 

Symptoms. — In  the  acuta„stage,  the  most  prominent  symptom 
is  intense  irritability  of  the  bladder,  as  shown  by  scalding  pain, 
constant  inclination  to  pass  water,  and  extreme  tenderness  of  the 
bladder  and  the  surrounding  parts.  There  is  also  some  eleyatign 
of_temperature  and  general,  constitutional  disturbance .  The  urine 
is  passed  in  extremely  small  quantities,  and  is  very  turbid.  It 
contains  a  varying  amount  of  pus,  and  consequently  much 
albumen,  and  in  very  acute  cases  there  may  be  a  little  blood.  Ou 
microscopical  examination,  there  are  found  quantities  of  dead 
leucocytes,  squamous  epithelium,  a  few  red  blood-corpuscles,  and 
bacteria.  As  the  acute  stage  passes  olf,  the  irritability  of  the 
bladder  becomes  less,  and  the  temperature  and  constitutional 
disturbances  disappear.  If  the  chroTjjc  ata^e  lasts  tor  a  long 
period,  the  bladder. walls  become  thickened,  a  point  which  can 
be  determined  by  bimanual  examination.  In  tuberculous  cystitis 
it  is  usually  possible  to  discover  the  tubercle  bacillus,  if  several 
examinations  are  made  of  the  sediment  obtained  by  centi'ifuging 
the  urine. 

Treatment. — In  .  the  acutestage,  local  interference  with  the 
bladder  should  be  avoided,  as  it  probably  only  mcreases  the  con- 
gestion. The  patient  must  be  kept  in  b§^,  and  our  efforts 
directed  to  relieving  the^^^^^n  as  far  as  possible.  With  this 
object,  hoiJom^aiiggi^  ™ay  be  applied  over  the  abdomen,  and 
copious  vggmaL^ouches  may  be  administered.  At  the  same 
time,  morphia  may  have  to  be  injected  hypodermically,  if  the  pain 
is  very  severe.  Hyoscyamus  combined  with  benzoate  of  soda^ — 
the  latter  acting  as  a  urinary  acidulant  -  and  infusion  of  buchu, 
are  also  of  value.  Urotropin  in  doses  of  from  five  to  fifteen  grains 
administered  three  times  a  day  is  a  valuable  urinary  antiseptic, 
and  is  specially  useful  in  cases  of  cystitis  due  to  the  Bacilhis 
coli  comrminis. 
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4g_^gooii_jtgJjie^3^^  as  shown_by  the 

jjjninislied^^eat^^  the  bladder  may  be  ]Egsba.d 

ou^^yervsRf-.pTid  or  third  dg,v.  For  this  purpose  the  following- 
solutions  are  used  : — Saturated  solution  of  boracic  acid;  creolin 
sohition,  at  first  of  a  strength  of  two  drachms  to  the  gallon,  and 
gradually  increased  to  double  that  strength;  boro-g'lyceride 
(BarfE's)  about  half  an  ounce  to  the  pint.  IiXJC&Bes  in  which  the 
infection  is  p.rshaMg-gQBS^Ji^l  origin,  veix_wea;k  formalin -j-z," 
solajbion  is  useful.  Commence  with  a  quarter  to  a  half  per  cent, 
solution,  and  increase  the  strength  gradually  up  to  two  per  cent, 
as  the  patient  will  bear  it.  We  have  found  protarg-ol — a  silver 
salt  containing  eight  per  cent,  of  silver,  of  great  value  in  the 
treatment  of  cases  of  cystitis  of  septic  origin.  It  is  used  at  a 
strength  of  from  one-half  to  ■  two  per  cent."^  in  aqueous  solution, 
and  may  be  allowed  to  remain  in  the  bladder  for  from  five  to  ten 
minutes  or  even  longer.    It  causes  no  pain  or  discomfort. 

Irrigation  of  the  bladder  is  most  easily  carried  out  in  the 


Fig.  10. — Bozemann's  rettu-n  catheter. 


following  manner.  Pour  the  solution  to  be  used,  at  a  temperature 
of  about  95°  F.,  into  an  ordinary  jug — from  which  it  can  be 
drawn  off  by  means  of  a  syphon  douche,  or  into  a  regular  glass 
or  metal  douche  can.  After  washing"  up  the  external  parts,  a 
medium-sized  Bozemann's  catheter  is  fixed  on  to  the  end  of  the 

*  As  it  takes  some  little  time  to  mate  protargol  sokition  in  the  coiTect  pro- 
portionSj  it  is  useful  to  have  a  stock  solution  of  it,  from  "which  weaker  solutions 
of  the  required  strength  can  be  made.  This  may  be  done  as  follows  : — Ten 
grammes  (1.54grs.)  of  protargol  are  placed  in  a  small  mortar  and  5  c.cs.  (81  minims) 
of  neutral  glycerine  added,  the  two  being  stirred  together  with  a  glass  rod  until 
a  perfectly  homogeneous  paste  is  produced.  This  paste  is  then  diluted  with 
95  c.cs.  (25  i  drms.)  of  cold  sterilised  water,  and  shaken  up  until  complete 
solution  is  effected.  It  is  then  stored  in  a  coloiired  bottle  in  a  dark  place.  As 
required,  a  quarter  per  cent,  solution  is  made  by  adding  2'5  c.cs.  (40  minims) 
of  the  standai'dised  sokition  to  97'5  c.cs.  (26  drms.),  a  half  per  cent,  solution  by 
adding  5  c.cs.  (81  minims)  to  95  c.cs.  (25^  drms.),  a  one  per  cent,  solution  by 
adding  10  c.cs.  (162  minims)  to  90  c.cs.  of  water,  and  a  two  per  cent,  solution  by 
adding  20  c.cs.  to  80  c.cs.  of  water. 
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tabe,  and  passed  gently  upwards  into  tlie  bladder.  The  fluid  is 
allowed  to  run,  and  by  closing  witli  the  thumb  the  hole  in  the 
catheter  for  the  return  flow  of  water  the  bladder  is  distended  as 
much  as  the  patient  can  bear.  Then  the  finger  is  taken  off  the 
opening  and  the  fluid  is  allowed  to  escape.  By  repeating  this 
process  four  or  five  times  the  bladder  is  emptied  of  the  purulent 
accumulation  which  it  contained.  If  a  cystitis  is  not  relieved  by 
such  treatment,  the  advisability  of  exploring  the  inside  of  the 
bladder  with  the  finger,  or  of  examining  the  mucous  membrane 
through  a  cystoscope,  must  be  considered  {v.  page  275) . 

Internally,  the  following  drugs  are  recommended  : — Benzoate 
of  soda  and  of  ammonia,  both  for  their  antiseptic  effect  and  with 
the  object  of  rendering  the  urine  acid  ;  quinine,  as  a  sedative  and 
antiseptic ;  salol  and  urotropin,  as  antiseptics ;  and  salicylate  of 
soda,  with  the  same  object.  In  gonorrhoeal  cases,  oil  of  sandal- 
wood and  copaiba  are  of  use. 

In  very  chronic  cases  which  have  resisted  all  other  methods  of 
treatment,  relief  is  sometimes  obtained  by  making  a  fistula 
between  the  vagina  and  the  base  of  the  bladder.  This  ensures 
that  the  latter  is  kept  empty,  and  also  enables  it  to  rest  from  its 
functions  of  alternately  distending  and  contracting.  This  artificial 
vesico-vaginal  fistula  is  allowed  to  remain  open  for  a  time  varying 
from  a  few  weeks  to  a  few  months.  One  objection  to  such  a 
line  of  treatment — which  undoubtedly  will  tend  to  cure  the 
cystitis — is  that  it  replaces  one  pathological  condition  by  another, 
in  that  the  patient  has  all  the  trouble  and  annoyance  caused  by 
a  vesico-vaginal  fistula.  Another  objection  is  that  when  the 
time  comes  to  close  the  fistula,  it  is  often  found  that  the  bladder 
has  become  so  contracted  that  the  patient  has  to  pass  water  very 
nearly  as  frequently  as  when  she  was  suffering  from  the  cystitis 
itself. 

THE  URETHRA. 

Vascular  Caruncle. — Yascular  or  urethral  caruncle  {caruncula, 
dim.  of  caro,  flesh)  is  the  term  applied  to  a  sman^^^wtli_of  a 
bnghi_red^_colour,  which  is  found  oiL_the_postenQr_a^pect__of 
the  urethraLoijfice.  It  is  supposed  to  arise  in  connection  with 
Skene's  ducts — two  small  depressions  situated  in  the  floor  of  the 
urethra,  and  possibly  to  be  the  result  of  infection.    It  is  ^ualjy 
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aboutilie^i^e^il^e^^  ^^^^  sQmetiines  is  p_eAuncBlated.  Mk 
s^^ii^^lbHTkli^ost  frequently  found  to  consist  of  angeiomatous 
tissue,  and  sometimes  it  resembles  an  adenoma.  .  .  i  ,  , 

Fa7-ie/ies.— Clinically,  two  varieties  are  met  with  :-BigtgUO 
caruncles,  and  painless  caruncles.    It  is  said  that  the  painless 
f'^^^^y  by  treatment  be  turned  into  the  painful  form. 

8yinpt07ns.—The  iDainle^oxm  gives  rise  to  no^mptoms,  and 
is  only  discovered  accidentally  in  the  course  of  a  vagmal 
examination.  The  painfnl^rm  is  characterised  by  burmgg 
pajnJLuinngL2Sdctu^^  and  is  extremely  tender  to  the  touch. 
Either  form  may  give  rise  to  slighLhg?morrhage. 

Treatment.— The  painless  form  should  not  be  interfered  with 
unless  it  is  causing  hemorrhage.  The  pamMJogn  can  be 
remoxgdjby  means  of  a  V-shaped  incisjgn  {v.  page  262),  or  by 
the  actual  or  potential  cautery. 

Prolapse  op  the  'Urethral  Mucous  Membrane.— This  some- 
what rare  condition  occurs  in  middle-aged  and  elderly  women. 
In  appearance,  it  somewhat  resembles  a  caruncle.  The  latter  is, 
however,  usually  limited  to  the  posterior  wall  of  the  urethra, 
while  in  prolapse  the  entire  orifice  is  surrounded  by  a  red  puffy 


ring 


Symptoms— The  principal  symptoms,  which  this  condition  may 
cause,  are  burning  pajn  on  micturition,  sli^;h^Jiaem£rrhage,  and 
tenderness  to  the  touch. 

Treatment. — Dissect  off  the  prolapsed  ring  of  mucous 
membrane,  and  suture  the  cut  edge  of  the  urethra  to  the  vulvar 
mucous  membrane  by  a  continuous  suture  of  fine  silk  or  catgut 
[v.  page  263). 
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DISEASES  OP  THE  VULVA  AND  PERINiEUM. 

The  Vulva.  Vulvitis— Catarrhal  Vulvitis— Exudative  Vulvitis.  Phlegmonous 
Viilvitis  —Herpes  —Eczema  —Pruritus  Vulvae  —  Elephantiasis  —  Kraurosis 
Vulvae— Tumoui-s :  Benign  Neoplasms ;  Malignant  Neoplasms,  Carcinoma, 
Sarcoma — Hsematoma— Retention  Cysts— Hernise-Hydrocele  of  the  Canal 
of  Nuck— Tuberculosis  of  the  Vulva.    The  Perinaevun— Traumatisms  of. 

THE  VULVA. 

The  term  vulva,  or  external  genitals,  is  a^Dplied  to  the 
following  parts  : — the  mons  Veneris,  the  clitoris,  the  labia  majora 
and  minora,  and  the  hymen.  The  various  pathological  conditions 
which  are  met  with  in  this  region  are  as  follows  : — 

Vulvitis.  jjjp^rTKXLJr^ 

(Herpes.  ^^^s-^KJlrUji 
^Eczema.  ^^^-^  f.^J^.Jl^ 

\Pruritus  vulv^. 
Elephantiasis. 
Kraurosis. 
Tumours. 
Tuberculosis. 


VULVITIS. 

Vulvitis   {vulva,  the  external  female  genitals)  is  the  term 
applied  to  inflammatory  conditions  of  the  vulva. 

^£MiMmi — -"-^^  classifying  vulvitis,  as  also  in  the  case  of 
vaginitis  and  endometritis,  the  author  has  endeavoured  to  \ 
adhere  as  closely  as  possible  to  a  classification  based  on  the 
pathological  changes  present,  and  to  avoid  diverging  into  classi- 
fications founded  on  the  astiology  of  the  inflammation.  The  latter 
form  of  classification  may  have  niuch  to  recommend  it  if  it  alone 
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could  be  followed,  but  a  combination  of  the  two  methods  of 
classification  has  no  recommendation  whatsoever.    On  the  con- 
trary, to  the  prevalence  of  this  mixed  classification  :n  gjnse- 
cological  text-books,  up  to  a  comparatively  recent  period,  is  due 
a  great  deal  of  the  difficulty  which  students  find  in  acquirmg  a 
concise  knowledge   of  gyna3cology.     Accordingly,  "  vulvitis  is 
classified  in  the  following  manner  : — 
(I)  Catarrhal  vulvitis. 
(II)  Exudative  vulvitis. 
(Ill)  Phlegmonous  vulvitis. 

(I)  n^ATAT^RHAT,    VnT.viTis.— Catarrhal    vulvitis   is   the  most 
common  variety  of  vulvitis  with  which  we  meet. 

Pathological  Anatomy.— Csitarrhal  vulvitis  in  its  simplest  form 
consists  in  the  occurrence  of  a^  superficial  erythema  of  the  sk,m, 
accompanied,  in  proportion  to  the  severity  of  the  case, 
variable  amount  of  epithelial  desquamation  m4.-Sero^s  discharge.  _ 
In  this  form,  the  vulvitis  is  usually  known  as  -uWiVk'  i-V'lf^i^'i"'^-  and,  r  ■ 
as  instances  of  it,  may  be  mentioned  vulvitis  due  to  constant 
scratching,  diabetic  urine,  or  dirt.    In  a  more  severe  form,  as 
will  be  described  under  the  head  of  vaginitis  [v.  page  42),  the 
papillfe  of  the  true  skin  become  alfected,  as  well  as  the  super- 
ficial epithelium.    The  •  condition  is  then  known  as  ammiLaT  ii 
imlvitis.  and  is  the  usual  form  met  with  as  a  resulto^Lseptic.And 
gnnorrhoeal  infectioJL. 

^tiology.—The  causes  of  catarrhal  vulvitis  may  be  roughly 
divided  into  those  which  come  from  above  and  those  which  come 
from  below.    In  the  first  class,  are  included  those  inflammations 
or  infections  which  extend   downwards  from  the  vagina  or 
uterus,  the  constant  irritation  of  the  parts  by  irrit;^.ting-  dis-| 
charges  coming  from  above,  and  the  constant  wetting  of  the  ** 
parts  by  ammoniacal  or  diabetic  urine.    In  the  second  class,  are, 
included  such  causes  as  dirt,  constant  scratching,  masturbation,^  [ 
too  frequent  coitus,  various  traumatisms,  parasites,  and  infection  \ 
by  the  gonococcus,  septic  organisms ^or  fungi. 

i^^^^^^— The  symptoms  of  common  chronic  catarrhal 
vulvitis  are  a  sense  of  hea.t  and  burning  in  the  parts,  with  a 
varying  amount  of  pain,  particularly  after  passing  water,  more 
or  less  intense  pruritus  or  itching,  slig-ht  tumefaction  of  the 
parts,  and  a  varying  amount  of  purulent  or  sero-purulent 
discharge. 
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In..-^the  iifiitp  form  of  gonorrhoea!  or  septic  vulvitis,  all  the 
above  s\iiiptoms  are  more  marked.  a^j,d.  in  addition,  there  are 
the  ordinary  constitutional  symptoms  of  septic  absorption— rapid 
pulse,  elevation  of  temperature,  furred  tongue,  and  genei-al 
malaise. 

Tre(jpnent.— 'Endeavour  to  vpmnvft  thp  r;f||iipp  as  far  as  possible 
by  checking  all  irritating  discharges  coming  from  above.  I'lic 
vuhatis  itself  can  then  be  relieved  and  cured  by  the  adoption  of 
extreme  cleanliness  and  the  application  of  aii^_mild  ointment,  as 
Unguentum  Oxidi  Zinci,  ichthyol  ointment,  or  hazeline  cream,  to 
the  irritated  pai't.  A  greasy  ointment,  in  addition  to  relieving 
the  irritation  of  the  inflammation,  prevents  discharge,  urine,  etc., 
from  clinging  to  the  skin.  If_  there  is  no  discharge  from  above, 
a  djgsting  loowder,  consisting  of  a  mixture  of  one  part  of  oxide  of 
zinc,  one  part  of  boracic  jDOwder,  and  two  parts  of  starch  powder, 
may  be  used  instead.  The  following  prescriptions  may  be  found 
of  use  : — 


P>  Zinci  Oxidi, 

Bismutlii  Sviboarb.,  aa  jss 
Acidi  Carbolici,  inx 
Vasilini,  ad  §j 
M.  'Ft.  \mg. 

{Wilson.) 

P>  Acidi  Carbolici,  5ss 

Hydrarg.  Svilpbidi  Eiibri,  grs.  viij 
Svdphiu-.  Sublim.,  jiij 
01.  Bergamot.,  niiv 
Vaselini,  ad  gij 
M.  Ft.  ung. 

(Lassar.) 


9>  Eesorcin,  jij 

Acidi  Salicyl.,  gv.  vj 
Vaselini,  ad 
M.  Ft.  ung. 

(Ravogli.) 

p.  Zinci  Oxidi,  5ij 
Calaminae  Pur.,  jiv 
Glycerini,  5ij 
Aquae  Kosse,  ad  sviij 
M.  Ft.  lotio. 

{Wilson.) 


Tti  a,ffi,^t,f;'.„jTfi]^(^j^rhnRal  cases,  the  pajjig^it  must  be  kejjt  injjad, 
and  the  pa,yts  rftpea.tRrnv  hn.thfid  with  an  unirritating  antiseptic 
lotion.  Tnflofprm  powder  may  be  dusted  between  the  labia,  and, 
if  the  condition  is  complicated  by  vaginitis,  as  is  nearly  always 
the  case,  the  latter  must  be  treated  as  well. 

(II)  F,T^yf|iy-|vy.  ^  Vttt.vttis. — Exudative  vulvitis  is  the  term 
applied  to  a  vulvitis  which  is  p.ha,yf|p,j;,firi.sfid  by  the  appearance 
over  the  parts  of  n,Ti  exudation  which  is'^i^^pbranons  or  nseudo^ 
Tnmnbran9us  in  character.    It  is  identical  in  its  aetiology  and 
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character  with  exudative  vaginitis,  and  rarely  occurs  except  in 
conjunction  with  the  latter  {v.  page  46). 

(Ill)  PHT.y.fiMnNOTTH  Vttt.vttts. — Phlegmonous  vulvitis  is  also  of 
the  same  nature  as  Dhlegmonous  vaginitis,  and  hence  it  is  not 
necessary  to  discuss  it  separately  {v.  page  47).  One  of  the  most 
common  examples  of  it  is  the  condition  known  as  nqmg^^^^^ 
which  especially  occuTS_in_childreu  after  acute  fevers. 

HERPES. 

An  eruption  of  vesicles  on  the  external  genitals,  identical  with 
those  found  in  herpes  of  other  parts,  is  occasionally  met  with. 
The  eruption  is  usually  found  on  the  internal  surfaces  of  the  labia 
majora  and  minora,  onjfche  vestibule  and  the  hood  of  the  clitoris. 
and_at  the  orifice  of  the  urethra.  More  rarely,  it  is  found  on  the 
external  surface  of  the  labia  majora  and  on  the  mens  veneris, 
while  in  a  few  instances  it  has  been  noticed  on  the  cervix.  The 
vesicles  may  occur  singly  or  in  one  or  more  groups,  they  vai'yjn 
size  from  a  pin^s  head  to  a  hemp-seed  and  contain  clear  serum. 
When  they  burst,  they  leave  small  superficial  ulcers  behind, 
which,  unless  they  are  infected  by  gonorrhoeal  or  other  organisms, 
rapidly  heal.  The  diagnosis  of  herpes  is  easily  made  if  the 
vesicles  are  unruptured ;  when,  however,  they  are  broken  and 
nothing  left  but  groups  of  small  ulcers,  it  may  be  difficult  to  at 
once  distinguish  between  it  and  gonorrhoeal  or  syphilitic  ulcera- 
tion. The_  herpetic  ulcer  is  more  superficial,  rounder,  and  at 
its  base  smoother  than  is  the  syphilitic,  while  at  the  same  time 
the  discharge  from  it  is  less . 

Trfrj.f.rnent. — In  the  vesicular  ,^tage,  all  that  is  required  is  a 
mild  saline  purgatjye  and  the  application  of  some  cooling  l^ti^n 
or  ointment  to  the  herpetic  patches.  For  the  latter  purpose,  lead 
lotion  or  lead  and  opium  lotion  may  be  used  with  advantage.  In 
the  ulceratecl  stap-p.  brushing  the  ulcers  with  a  five  to  eight  per 
cent,  solution  of  nitrate  of  silver,  followed  by  the  application 
of  T^jj^gj^'"^  Ovirli  Zinni,  or  any  similar  ointment,  will  hasten 
healing. 

ECZEMA. 

Eczema  of  the  vulva  is  not  an  uncommon  condition.  It  invplves 
th_ejabia  and_the  glitoris,  and  may  spread  on  to  the  mucous  mejt^i- 
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brane  of  the  lower  part  - of  the  vagina,  tlie  ^f^jacent  skin  of  the 
thighs,  and  backwards  over  the  perinasum  to  the  anus.  It  may 
occur,  as  in  other  places,  in  an  acute  or  chronic  form — the  latter 
being  the  more  common.  As  T)redis]30singj:;auses  to  its  occur- 
rence, may  be  mentioned  any  irritation  which  leads  to  the 
scratching  of  the  parts,  undue  friction  of  the  parts  by  clothes, 
constant  wetting,  by  urine  or  vaginal  discharge,  or  general 
want  of  cleanliness.  The  direct  r^^se  is  the  invasion  of  the 
deeper  layers  of  the  skin  by  The  ISi'a^jhylqcocnis  pyogenes  alhiis. 
In  appearance,  eczema  of  the  vulva  resembles  eczema  occurring 
in  other  places.  It  is,  however,  more  difficult  to  obtain  a  com- 
plete cure  here  than  elsewhere,  on  account  of  the  difficulty  of 
keeping  the  parts  dry. 

Treatment. — All  causes  which  tend  to  produce  or  to  keep  up 
irritatioii"must  be  removed.  For  this  purpose,  vaginal  dauchgs 
are  administered  in  cases  of  vaginal  discharge,  and  pathological 
conditions  of  the  uterus  or  vagina  are  cured.  With  the  same 
object,  tampons  soaked  in  a  10_per  cent,  solution  of  ichthvol  ,in 
-glycf>ri;iip,  may  be  introduced  into  the  vagina  and  removed  every 
twenty-four  hours.  At  the  same  time,  a  liniment  containing 
carbolic  acid  (2  or  3  per  cent.),  or  ichthyol  (two  drachms  to  the 
ounce)  may  be  applied  to  the  affected  areas  with  the  double 
object  of  sterilising  the  skin  and  of  affording  relief  from  the 
intense  irritation  which  the  eczema  causes,  or  any  of  the 
numerous  remedies,  adopted  in  eczema  of  other  parts,  may  be  used 
instead.  In  eczema  of  the  vulva,  as  in  eczema  of  other  places, 
it  is  difficult  to  arrive  at  once  at  the  particular  liniment  or  lotion 
which  will  afford  the  best  results,  and  it  is  necessary  to  watch 
closely  the  effect  of  what  ever  particular  form  is  prescribed  and 
change,  or  continue,  it  according  to  the  effect  it  produces.  The 
following  prescriptions  may  be  found  of  use  in  different  cases : — 

Liniments. 


P>  Acidi  Carbolici,  5j 
Glycerini, 
Alcohol,  Sij 
Aqtxce  Eosee,  Jiv 

M.  Ft.  limmontum. 

(Bavogli.) 


p,  Ichthyol,  5ij 

Olei  Auiygdalas  Dulcis, 
Aqua3  Calcis,  iia  jiv 
Glycerini, 
AquEB  EosJE,  a  a  sj 

M.  Ft.  linimcntum. 

{Ravogli.) 
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Ointments. 


^  Acidi  Salicylici,  grs.  x 
Zinci  Oxidi, 
Pulv.  Amyli,  iia  jij 
Vaselini,  5SS 
M.  Ft.  ung. 

(Lassar's  paste.) 


Resorcin,  grs.  x 
Zinci  Oxidi, 
Pulv.  Amyli, 
Lanolini, 
Vaselini,  aa  5ij 
M.  Ft.  ung. 

{Ihle's  paste.) 


Amongst  other  drugs  wliicli  have  been  found  of  value,  may  be 
mentioned  prepared  calamine  (15  grs.  to  the  ounce  of  water), 
subacetate  of  lead.  Liquor  Carbonis  Detergens  (5]  to  the  ounce 
of  water). 


PRURITUS  YJJLYM. 

The  term  pruritus  vulv^  is  used  in  two  different  senses.    It  is 
used  to  express  itching^  or^Jrritation  about  the  vulvae — a  sym-) 
p^om_of.^many_difier^it_c^^  and  it  is  used  to  express  ai 

definite  condi_tion_  pf__th^^external  genitals  in  which  there  is) 
intense  itching  without^_anj  obviQus  alterations,  of  Jhe  skin.  The  J 
pathology  of  this  condition  was  studied  by  Webster,  and  his  re- 
searches'show  that  though  there  is  little  or  no  change  visible 
externally,  there  are  extensive  changes  in  the  deeper  layers  of  the 
skin.  These  changes  are  of  the  nature  of  a  slwl5L-EJ"Q&^'®?^ijiK 
fibrosis,  wlnch^a^ffects^ 

the__£lj^Qris_aji^J^;H  The  changes  in  the,  connective 

tissue  are  most  marked  in  the  corium  under  the  papillee,  and  are 
of  the  nature  of  a  _subacutg  inflajmnatiojn.  The  cause  of  these 
changes  is  not  understood,  but  will  probably  be  found  in  some  form 
of  persistent  irritation  such  as  results  from  the  continued  passage 
of  diabetic  urine  over  the  skin.  The  symjjtoms  are  those  of 
ifitenag.iiTitajiig^,  which  forces  the  patient  to  scratch  and  even 
to  tear  the  parts.  In  consequence  of  the  abrasions  of  the  skin 
that  result  in  this  manner,  ecge^^j:isugJly_jQllQys.  ^ 

Treatwsikt. — If  any  obvious  cause  for  the  condition  can  be 
discovereS,  it  must  be  removed.  Relief  of  the  irritation  may  be 
obtained  by  the  use  of  the  same  ointments  and  lotions  which 
have  been  recommended  in  cases  of  vulvitis  and  eczema,  espe- 
cially perhaps  by  the  use  of  glycerine  and  ichthyol.  Cold"^ 
a^pHcations,  such  as  lead  lotion,  are  sometimes  successful,  as 
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may  also  be  sitz_^baths  containing  bran ,  or  an  alkali  such  as 
biborate  of  soda  or  carbonate  of  soda.  The  following  baths  are 
recommended  by  MacNaughton  Jones  : — (1)  Bran  bath  :  bran, 


Fig.  11. — Pseuclo-elephantiasis.  The  external  organs  of  generation  of  a 
woman,  showing  hyperplasia  of  the  nympha3  and  neighboiu-ing  parts. 
{Roberta.) 

2  lbs. ;  potato  starch,  ^  lb. ;  gelatine,  1  lb. ;  water  at  100—105°  F., 
25 — ,30  gallons.  (2)  Alkaline  bath  :  carbonate  of  soda,  2  oz. ; 
hyposulphite  of  soda,  2  oz. ;  potato  starch,  4  oz. ;  water  at 
100—105°  F.,  25—30  gallons. 
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ELEPHANTIASIS. 

Elephantiasis  is  a  condition  which  is  rarely  or  never  met  with 
in  its  true  form  in  these  countries.  As  usually  found,  it  consists 
in  a  lo.calJ:iEerEjfe_Qf^t^ 

tissue^^witikeiOHgem^  X^-  Fig.  11) •  Round 

the  growth  are  sometimes  found  ulcers,  which  may  eat  away  the 
neio-hhouring  structures.  In  some  cases,  the  clitoris  alone  is 
affe'cted.  It  is  said  that,  when  elephantiasis  is  met  with  in  these 
countries,  it  is  almost  invariably  associated  with  tertiary  syphilis. 

Treatment.— Schroedev  recommends  ejccisioiL.oOh£_aff^ 
tissue,  beginning  posteriorly  and  removing  it  piece  by  piece,  the 
bleeding  surfaces  being  brought  into  apposition  by  sutures. 


KRAUROSIS  YULY^. 

Kraurosis  vulv£e  {Koavpog,  dry  ;  vulva)  is  the  term  applied  by 
Breisky  to  anjitrophic^coi^^ 

peri^um.  The  skin  becomes  smooth  and  shining,  small  sub- 
cutaneous hemorrhages  appear,  and  finally  the  parts  become 
very  pale,  and  looka^jLthex  hj,d_  beejLir^^  The  micro- 

scope shows  an  increase_offibrous^^  leadingLto.  cppipres§j,on 
of  the^vassels  and  nerves.  The  papilliB  of  the  skin  are  small,  and 
the  seba£eou^_and^swea^ 

St/m^ipms—Tlie  symptoms  may  be  slight,  or  may  be  very  well 
marSedr.'^T'hey  consist  in  tg^degi||S^ag4imt^i^  of  the  parts, 
causing  pain_ou, ,  coition  and  pruritus.  As  the  atrophy  of  the 
tissues  becomes  complete,  the  symptoms  graduaJlyjdisaj^  If 
pregnancy  occurs,  very  extensive  laceration  of  the  diseased 
structures  may  take  place  during  parturition. 

'iVeatme^t. — The  treatment  of  this  condition  is  most  unsatis- 
factory, but  sometimes  complete  removal  of  the  atrophied  tissue 
has  been  attended  by  favourable  results.  Application  of  the 
cautery  to  the  tender  spots  (the  seats  of  the  subcutaneous  hcemor- 
i-hages)  has  also  been  followed  by  relief. 


TUMOURS. 

The  true  tumours,  or  neoplasms,  met  with  in  the  region  of  the 
vulva  are  as  follows  : — 
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I.  Benign  Neoplasms. — The  benign  growths  are  ^  of  rarp 
occurrence,  and  only  require  to  be  enumerated  : — 

(1)  Lipoma,  growing  from  the  fatty  tissue  of  the  mons 

Veneris  and  of  the  labia. 

(2)  Myxoma,  growing  from  the  labia,  or  occurring  as  an 

extension  downwards  of  a  myxoma  of  the  bladder. 

(3)  Angeioma,  growing  from  the  blood-vessels.    It  is  a  very 

rare  condition. 

(4)  Fibroma,  growing  generally  from  jjie  labia.  m_a3ora,  but 

sometimes  from  the  nymphae  or  periuEeum. 

(5)  Papilloma,  growing  from_anx..;^t  of  the  vulva.    It  is 

generally  multiple,  and  occurs  as  the  resulj^  ^qf 
irritatnig_disclw  coming  from  above,  as  in  gonor- 
rhoea. 

(6)  Neuroma,  growing   from    the  vulvar  nerves.  Like 

angeioma  it  is  a  very  rare  condition. 

(7)  Bnchondroma,  growing  from  the  clitoi;i,s.  also  a  very 

rare  condition. 

II.  MALiGNANT  NEOPLASMS. 

(1)  Carcinoma. — Sc[uajnous-celled  carcinoma  may  be  found  on 
any  part  of  the  vulva,  EmTnot  uncommonly  grows  from  the 
clitoris.  It  ulcerates  freely,  and  involves  thje^inguinal^lunds  at 
an  early  stage.  It  may  be  confused  with  inflamed  papillomata, 
syphilitic  ulceration,  or  lupus.  If  there  is  any  doubt  as  to  its 
nature,  a  small  portion  should  be  removed  for  microscopical 
examination.  When  the  carcinoma  starts  in  the_el4toris,  it  is 
u^ially  met  with  as  a  papillar;^mushroom-sha]3ed  growth,  and  is 
generally  ulcerated  on  the  surface. 

Cylin^Ti£aI-celled_jja^  is  a  very  rare  condition.    If  it 

occurs,  it  sta£ts_jn_JBartl^^  and  rapidly  invades  the 

neighbouring  tissues. 

Treatment. — If  seen  at  a  sufficiently  early  stage,  carcinoma 
should  be  extirpated. freely.  IX, it  is  too^dvanced  for  this,  our 
treatment  is  directed  towards  checking  the  discharge  as  far  as 
possible.  This  may  best  be  done  by  ^[eely^^uretting  away  the 
growth  and  tlien^  cauterismg  the  base  with  nitric  acid,  chloride 
of  zinc,  or  the  actual  cautery.  If  there  is  much  haamorrhage,  it 
is  checked  by  the  application  of  plugs  squeezed  out  of  strong 
perchloride  of  iron. 

(2)  Sarcoma. — This  is  also^^^CTj^  rai-e.    When  it  occurs,  it  is 
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maiora. 


In  addition  to  the  true  tumours  of  the  vulva,  there  are  various 
^^^^^^^gg^s  met  with.   They  are  as  follows  :- 

^^""^L^Smatomi^ 
II.  Eetention  cysts. 
III.  Hernige. 

IV  Hydrocele  of  the  canal  of  Nuck. 

I  H^^ATOMA.-Hasmatoma  of  the  vulva  is  c^^d  by  the 
ruptureofablood^^  ^  ™^ 

tTi^Tw^Tf^:;^^  t  T: 

Hematoma  most  usually  occurs  as  a  resulLol^art]ffition, 
may  also  be  due  to  extasaljiolenge.    It  first  appears  as  a  small, 
bluishTInd  jlastic^welling,  whickgrateU^icreMe^^  as 
i^^^^tl^escapes  into  it.    It  may  reach  an  enormous  size,  and 

burst,  if  left  untreated.  .   -,    n  -.in 

Treaiment  —The  patient  should  remain  at  restmbed.  and  cold 
co^v^^^he  applied  to  the  parts.  If  Jhe_swelling:in^^^^^  m 
si^TiT^  be  necessary  to  indse  it,  tvmiouttheclots,  and  either 
(dosUhecavity  by  means  of  sutures  o^r^lugjt  with  iodoform  gauze. 

II  Eetention  Cysts.— A  retention  cyst  results^Jrom  the 
obliteraiion^ofjhej^  1* 

either  in  the  dilated  duct  or  in  the  gland  itself.  It  is  found  as 
an  ovaLandJense,sw^  fi'o^n  t^^a*  of  a  hazel- 

nut to  that  of  an  egg,  and  contaiinngL§Lvisc^^ 

Treatment.— The  usual  treatment  consists  in  excising^Jhe^c^t 
coi^^^and  then  bringing  together  the  walls  of  the  cavity  so 
formed  by  means  of  sutures  passed  below  it.  If  the  cyst  has 
burrowed  so  deeply  that  its  removal  is  dangerous  or  impossible, 
it  is  sometimes_suffieienttg^  "^to  it,  e_vacuate 

its  contents^^Ild  pjugiifirm^^ 

Mucpus^jJid^eba^^  are  also  met  with,  but 

theyrarely  attain  toany  considerable  size. 

III.  HERNiJi; .—Three  forms  of  hernia  are  met  with  in  these 

regions : —  •   x     rm  • 

(1)  Inguinal  Hernia  {Hernia  LaUi  Majoris  Ant  erioi-).— I  his 
is  the  term  applied  to  hernia  which  descend  through 
the  inguinal  canal.  They  must  be  distinguished  from 
hydrocele  of  the  canal  of  Nuck. 
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(2)  Labio-vaginal  Hernia  {Hernia  Laliii  Mujorin  Pooferior) .  

This  descends  through  the  pelvic  diaphragm  anterior 
to  the  broad  ligament.  It  is  liable  to  be  mistaken  for 
cysts  of  Bartholin's  gland. 

(3)  Perinwal  Hernia. — This  form  also  descends  through  the 

pelvic  diaphragm,  but  is  posterior  to  the  broad 
ligament. 

IV.  Hyduocelb  of  the  Canal  op  Nuck.— A  hydrocele  of  the 
canal  of  ISTuck  is  the  term  applied  to  a_^collection^qf  fluidjn  the 
p^ouch^f^'itoiieijmj^  ligament  Into,  t^ie 

labium.  It  is  not  a  condition  of  much  importance,  save  that  it 
may  be  mistaken  for  an  inguinal  hernia.  It  differs  from  the 
latter  in  having  noJmpu]se_on_coughiiig,  and  in  ncji  being 
,aJ|ected^y^j3hajTge_^^p.os^  whereas  an  inguinal  hernia 
tends  to  reduce  itself  when  the  patient  lies  down. 

Treatment. — If  the  fluid  is  increasing,  it  may  be  drawn  off 
with  an  aspirating  needle,  under  careful  asepsis.  If  the  condition 
recurs,  the  sac  should  be  cut  down  upon  and  dissected  out,  and 
the  wound  closed  with  a  continuous  catgut  suture. 

TUBERCULOSIS. 

Tuberculosis  of  the  vulva,  or  lupus,  occurs  in  three  forms 
(Figuet)  :- 

(1)  A  s^CT^ja^^jQrjQ,  characterised  by  the  appearance  of 
deepj'eji  patrfies,  or  of  small  prominences,  varying  in  size  from 
that  of  a  lentil  to  that  of  a  shilling.  These  t.end_  to  .coalesce  and 
then^  to  ulcerate  in  the  centre.  The  ukerations  extend,  in  a 
^^KS?^9":§.-iS§!Br'^P''j  tend  to  heal  at  .the__older_end  of  the 
track,  which  they  thus  form,  while  the  other  or  younger  end  is 
always  advancing  further. 

(2)  A  d^apj^g^}  in  which  the  ulcerations  tend  to  extend  more 
and  more  deeply  into  the  tissues  rather  than  superficially. 

(3)  A  lij^pert]X)|)lncjorn^  in  which  there  is  iiicuj^gd  increa_se,i.n 
size  of  the  affectecT^parts,  es]Dggially.JheJi)J^a  majora  and  minora. 

TxSP'^^^. — Destruction  of  the  growth  by  the  curette_^a^d 
actioal  or  potential  G^^^^,  or  complete,  ex.qjgion  with  the  knife, 
are  the  two  most  suitable  forms  of  treatment.  In  addition  every 
effort  must  be  made  to  incj-ease.  the  patient's  strenJ^^th,  as  in  other 
forms  of  tuberculous  disease. 
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THE  PERINiEUM. 

The  perintBum  is  the  term  applied  to  the  cutaneous  and  sub- 
cutaneous structures  lying  between  the  posterior  fourchette  and 
the  anterior  margin  of  the  anus.  The  only  important  pathological 
condition  met  with  is  the  result  of  the  laceratioia  which  almost 
invajiablx_occu^  4s,_a  ruje  this  laceration 

is  so  slio-ht  as  to  be  of  no  importance,  inyolviuo:^y  thejDO 
fourchette,  but  in  some  cases  it  may  extend  so  far  back  as  to 
reach,  or  even  involve,  the  anterior  rectal  wall.  Laxjerations 
extendin^beyond  the  _  fourchette  sl^ouId^aJvrays  be_  sutured 
imjnedij;telxji|er  delivery.  If  this  is  not  done,  or  if  after  it  has 
been  done  the  tornjdges_d£.jiot^^  the  condition  known  as 
chronic  rupture,  of  thg^pgga^^  occurs.  This  condition,  which 
is  frequently~tlie^recursor  of  uterine  prolapse,  will  be  discussed 
in  the  chapter  on  genital  traumatisms  {v.  page  205) . 


CHAPTEE  V. 


DISEASES  OF  THE  VAGINA. 

Vaginitis— Catarrhal  Vaginitis ;  Pathological  Anatomy,  etiology.  Symptoms, 
Treatment,  Complications— Exudative  Vaginitis ;  Symptoms,  Treatment— 
PUegmonons  Vaginitis;  Symptoms,  Treatment— Emphysematous  Vagi- 
nitis—Vaginismus; ^Etiology,  Symptoms,  Treatment— Tumours ;  Benign 
Neoplasms— Malignant  Neoplasms  ;  Carcinoma,  Sarcoma— Vaginal  Cysts— 
Hsematoma — Tubercvilosis . 

The  various  pathological  conditions  whicli  are  met  with  in  the 
vagina  are  as  follows  : — 
Vaginitis. 
Vaginismus. 
Tumours. 
Traumatic  lesions. 
Tuberculosis. 


VAGINITIS. 

Vaginitis  is  the  term  applied  to  ajixinflammatorx.£ond^^^ 
the  vaginaUm}Cous_nie^^^  suhja^ent,  coniiectiv^ 

J^aoie ties. —The   following   varieties   of  vaginitis,  classified 
according 'to  their  anatomical  peculiarities^  are  met  with  : — 
I.  Catarrhal. 
II.  Exudative. 

III.  Phlegmonous. 

IV.  Emphysematous. 

I.  Catarkhal  Vaginitis.— Catarrhal  vaginitis  is  the  commonest 

variety  of  vaginitis  with  which  we  meet. 

Pathological  Anatomy.— In  the  earliest  stage  of  catarrhal 
vaginitis,  the  gajBillffijolthe^^ 
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the  sea*_of3_jmall::celb^  This  cau^s  them  to 

increase  in  size,  while  the  accomj3anxiagJy[pgX»^  producer  a 
more  or  less  Biarked  exfoliaii^iijQLth^^  If  only  the 

superficial  layers  are  thus  thrown  off,  the  condition  is  known  as 
smpZejm^iT^s.    If  the  inflammation  is  more  severe,  the  papilla  /. 
continue  to  increase  in  size,  and  tend  to  coalesce,  while  their 
ejpjtheHaljcgveriiig  is_^  aMosjfc^  or  completely  destroyed.     As  a 
result,  the  vaginal  walls  are  covered  with  numerous  small  projec- 
tions, which  are  seen  under  the  microscope  to  consist  of  embryonic 
tissue.    To  this  stage,  the  name  grgMglMrjv^i^i^s  is  given.    A  i-/ 
third  form  of  catarrhal  vaginitis  is  met  with  under  the  name 
senile  or  adhe£m  vagimtis.    In  this  f orm,  the  enlargemeaat  of  the  IM 
papill£e~ls~liarso  mapl^d  as  in  granular  vaginitis,  but  on  the 
other  hand  the  ep^heliiimj^  thrown  o^^^ 

layer.  The  result  of  this  complete  denudation  is  that  the  vaginal 
waJk__become__adh^^^  to  one  another  and  that  the  canal  is 
partially  or  completely  obliterated,  or,  if  only  isolated  areas 
become  adherent,  bands  may  be  formed  traversing  the  vagina  in 
various  directions. 

Accordingly,  we  see  that  catarrhal  vaginitis  is  met  with  under 
three  fc^ms : — 

(1)  Simple  catarrhal  vaginitis. 

(2)  Granular  catarrhal  vaginitis. 

(3)  Senile  or  adhesive  catarrhal  vaginitis. 

JEj^iplggA^. — The  causes  of  catarrhal  vaginitis  will  fall  under 
two  head's  : — 

(1)  Predisposing  causes. 

(2)  Exciting  causes. 

(1)  Under  normal  circumstances,  the  vagina  is  lubricated  by  a 
fluid  composed  of  a  transudation  of  lymph-serum  and  of  desqua- 
mated epithelial  cells.  It  is  acid  in  reaction,  due  to  the  presence  of 
lactic  acid,  and  is  found  to  contain  numerous  rod-shaped  bacilli — 
the  vas-ina  or  lactic  acid  bacillus — and  Monilia  Candida,  a  non- 
pathogenic  fungus  which  can  only  develop  in  the  presence  of  the 
vagina  bacillus.  This  discharge,  which  is  a  thin  opalescent  fluid, 
is  capable  of  preventing  the  development  of  saprophytic  or 
pyogenic  organisms.  Pathological  vaginal  discharge  on  the 
other  hand  is  alkaline  or  neutral  in  reaction,  contains  no  vagina 
bacilli  or  monilia,  but  does  contain  swarms  of  saprophytic 
organisms,  staphylococci,  streptococci,  and  sometimes  gonococci. 
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As  it  has  been  definitely  proved  that  the  normal  vaginal  dis- 
charge possesses  powerful  antiseptic  properties,  which  properties 
are  in  the  main  due  to  the  formation  of  lactic  acid  by  the  vagina 
bacillus,  and  as  in  all  probability  all  forms  of  vaginitis  are  due 
to  bacterial  invasion,  the  predisposing  causesjof_va^gitjs  must  be 
looked  for  under  the  head  of  tui}'  factor  which  tendsjojijeu^ralise 
or  to  render  alkaline  the  normal  discharge.  The  vaginal  dis- 
charge can  be  made  alkaline  in  three  ways  : — by  the  presence  of  A 
blood ;  by  increased  serous  trans uda^tion^frQin  the  vaginal_wallsl. 
qr^uterus;  or  by  the  fiie^uentj^emOTaJ^o^ 

bacilli.  The  presence  of  blood  in  the  vagina  occurs  physiologi- 
cally during  menstruation  and  the  j)uerperium,  pathologically 
as  a  result  of  uterine  disease,  new  growths  of  the  vagina,  or 
traumatisms.  Increased  serous  transudation  may  also  arise  from 
some  pathological  condition  of  the  uterus,  or  from  mechanical 
irritation  of  the  vagina  causing  congestion  of  the  mucous  mem- 
brane or  stripping  of  the  epithelium.  Such  an  irritation  may 
result  from  badly  fitting  or  too  long  worn  pessaries,  the  presence 
of  any  foreign  bodies,  excessive  coition,  or  frequent  vaginal  exa- 
minations, etc.  A  gaping  condition  of  the  vulva  is  usually 
found  as  a  predisposing  cause  of  the  mycotic  form  of  simple 
vaginitis.  The  frequent  removal  of  the  protective  bacteria  will 
be  brought  about  by  constant  vaginal  douching. 

^  The  direct^^excitjng  causae  of^  catarrhal  jyaginitis  is  un- 
doubtedly the  introduction  of  bacteria  into  the  vagina.  The 
latter  may  be  introduced  when  any  foreign  body  is  passed  into 
the  vagina,  or  may  travel  upwards  by  direct  extension  from  an 
antecedent  vulvitis  or  cystitis,  or  downwards  from  an  antecedent 
endometritis.  In  gpnjprrhoeal, infection,  which  is  the  commonest 
cause  of  the^ejsj^gjoims  of  catarrhal  vaginitis,  the  c^cijn  all 
grobability^jgd^e^fir^tjnjhe^^  or  of  the 

ujgijy;a,  as  the  compouiid^quamous  jv^^  a 
great.er__bar  to  theirjnvasipn.  They  set  up  there  a  profuse 
catarrh,  and'this~pouring  into  the  vagina  overcomes  the  action 
of  the  vagina  bacilli,  washes  away  the  superficial  layers  of  the 
protecting  epithelium,  and  so  permits  the  gonococci  to  develop 
secondarily  in  the  deeper  layers. 

In  addition  to  the  gonococcus,  the  following  forms  of  bacteria 
are  also  found  as  causes  of  vaginitis  :— Staphylococcias,  strepto- 
coccus. Bacillus  coli  communis,  various  forms  of  diplococcus, 
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and  saprophytic  bacteria.  Various  forms  of  fungi,  are  also 
met  with,  which  givejisejo  a  form  of  simple  catarrhal  vaginitis 
known  as  vnicoPic^imfmilis.  These  a.Ye,—Oidium  albicans,  Lc.pto- 
thrix  vaginalis,  and  under  certain  conditions  Monilia  Candida. 

Svmvtoms— The  principal  symptoms  of  simple  vaginitis 
consist  I'n  a  fftRling  of  weight  and_.pain_in.  t.he..pejji^,  slight 
serous  discharge,  tenderness  of  the  parts,  and  marked  iniection 
and  hyperemia  n-F  t1i  p.  m n  cnus-membrane .  If  the  condition  is 
duejp  the  implantation  of  colonies  of  fjmgi,  the  y2£inBl_w^ls 
are  scattered_^over_  with  wii±|_^^shes,  looking  as  if  flour  had 
been  dusted  here  and  there  o~n  to  them.  These  patches  are  the 
colonies  of  the  invading  fungus. 

InJ^g_gxaa^larjo^a,  the  foregoing  symptoms  are  very  much 
more'marked,  especially  in  the  a^UJfcgjtage.  This  is  characterised 
by  extreme  pain,  swelling",  and  inflammation  of  the_B.art§,  by 
grofusejDurJeniJ^  by  elevation  gi  the  temperature  an_d 

puke^rate,  and  by  the  general_symptoms_o^^ 
The  s^mgto^^l^^c^nk^age  of  granular  vaginitis  and,  of 
segile^^^^^^^^^^^sarevery  much  akin.    In  both  there 
isa  feeliS'^  wmght  an^^  in  the  pelvis,  accompanied  by  a 

burning^ sensation  in  the  vagina.  There  is  also  a  more  or  less 
p_rofn^e_.dischaTg'e,  generally  purulent  in  granular  vaginitis, 
sometimes  sanious  in  senile  vaginitis. 

Treatmmt. — In  the  acute  stage  of  p^onorrhoeal  vaginitis,  it  is 
often  impossible  to  adopt  any  local  treatment  on  accouait  of  the 
extreme  tenderness  of  the  parts  In  such  cases,  all  that  can  be 
done  is  to  keep  the  patient  at  rpst  in ,  bp.^ .  and,  if  possible,  to 
administer  vaginaL_do.uches.  Such  douches  should  be  given  at 
a  temperature  of  about  90°  F.  and  with  a  low  pressure  of  water. 
If  the  patient  can  bear  it,  they  should  contain  an  antiseptic,  but 
frequently  it  is  only  possible  to  use  plain  water.  The  most 
fi-equently  used  antiseptics  are:— creohn  (0-3  percent.),  carbolic 
acid  (1  or  2  per  cent.),  and  boracic  acid  (saturated  solution).  In 
addition  to  douching,  pencils  of  iodoform  may  be  placed  in.the 
vagina,  also  cotton-wool  plugs  soaked  in  a  10  per  cent,  solution 
of  ichthyol  in  glycerine,  or,  in  septic  cases,  a  tampon  of  iodoform 
gauze.  Pain  can  l^tj^  ryJieved  byJhot  compresses  applied  o^gr^e 
lower  norfion  nf  ^'h.'!  ^b'lnTnRn,  by  hot  sitz-Tpaths.  and,  if  necessary, 
by  means  of  opiates.  As  the  acute  stage  passes  ofl^,  the  strength 
of  the  injections  may  be  increased.    Pyroligneous  acid,  sulphate 
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of  copper  (20  grs.  to  the  ^j),  nitrate  of  silver  (10  per  cent.), 
f^orai^yiiij[2^to_^^  lactic  acid  (3  per  cent.)  (Sneguireff), 

protargol  (2  to  4  per  cent.)  may  be  applied  through  a  cylindrical 
speculum.  This  speculum  should  always  be  thelai'gest  size  that 
the  patient  can  bear,  in  order  to  distend  the  vaginal  walls  as  far 
as  possible,  and  so  allow  the  fluid  to  come  more  perfectly  into 
contact  with  their  entire  extent.  A  saturated  solution  of  boracic 
acid,  or  a  weak  solution  of  boro-glycerine  or  permanganate 
of  potash,  is  the  most  suitable  form  of  antiseptic  in  mycotic 
vaginitis. 

Coinfili nations. — Simple  and  adhesive  vaginitis  run  a  practi- 
cally  uncomplicated  course ;  gonorrhoeal  vaginitis,  on  the  other 
hand,  is  pron^ to^ive  Hse  to  tli^e^^m  serious  cpmijlications.  Of 
these,  the  chief  danger  is  the  extension  of  the  infection  upwards, 
first  into  the  uterine  cavity,  then  into  the  tubes,  and  lastly  into 
the  pelvis,  or  perhaps  the  general  peritoneal  cavity.  As  a  result 
of  this  extension,  there  may  occur  gonorrhoeal  endometritis, 
salpjngit^  (either  with  or  without  the  formation  of  a  pyosalpinx), 
atscessOT  the  ovaries,  pelvic  peritonitis,  and  general  jeritoiiitis. 
As  remoter  results  of  this  extension,  there  may  occur  adhe- 
rent retr5^'dr\  iations  of  the  uterus,  fixed_ovaries,  tender  and 
shortened  postorior'Tigaments,  and  sterility  from  occlusion  of 
the  fimbriated  extremities  of  the  tubes.  Other  complications 
consist  in  the  inf_ectk)n  of  the  l^laj^r  or  of  the  whole  urinary 
ij;ae.t,  and  of  the  'eves,  and  in  the  occurrence  of  gou^rrhoeal 
rheumatism. 

'T[7~ExuFATrv^_YAGmiTis. — Under  this  head,  is  included  that 
variety  of~Tirflammalroirof  the  vaginal  mucous  membrane  which 
is  membranous  or  pseudo-membranous  in  character.  In  the 
membranous  f orni^  the  mucous  membrane  is  the  seat  of  a  toie 
diphtheritic Inflammaj^n,  occurring  as  a  complication  of  diph- 
theria^ and  usualiy  found  in  association  with  diphtheritic 
vulvitis.  In  the  pseuj^j-membranousjoian,  the  mucous  membrane 
is  the  seat  of  a  croupous  inflammation,  a  condition  which  is  i^st 
frequently' met  with  afier  ixirtnrition  as  the  result  of  se-l^tiajn- 
fection.  It  also  occurs  after  Vciiiuu,-i,ci  upij  vc  fevers,  as  measles, 
scarlatina,  and  smallpox. 

8 t/mptoms.— In  either  form,  the  vagiiia  is  covered  by  a. .grey 
membrane,  which  can  be  rea^di]j_deta£hed_..in_ JU^ 
S;^5to^us  form.    There  is  usually  exti^ffli^t^nderness  of  the 
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parts  and  a  profiiseJoe^J^iMliarge,  high  temperature,  and  the 
constitutional  symptoms  of  septic  or  diphtheritic  infection. 

~yrea^7n^I— Frequent  vaginal  douches  containing  an  un- 
irritfffctiTg^ntiseptic  should  be  administered.  In  the_septic 
forni,  the  plu,cyp;ing  of  the  vagina  twice  a  day  with -iodoform 
^auze  is  the  best  treatment.  Iodoform  pencils  may  also  be 
introduced  into  the  vagina,  and  the  hM^_^ofJlie_patient'8_bed 
should  beraised  in  order  to  facilitate  the  escape  of  the  discharge. 

III.  Phlegmonous    Yaginitis.  —  Phlegmonous  vaginitis,  qt 
peri3z:agLUiitis,  is  the  term  applied  to  that  variety  of  vaginitis  in 
which  the  infectioii  has  extended  into  the  sub-epithelial  ,.c.Q,n- 
nective  tijsue  surrounding  the  vaginal  canal.    It  may;  be  S£gMfi_ 
or  gonorrhoeal  in  origin. 

Symptoms. — The  vajjaaL-gallg  perhaps 
cedematous,  and  fluctuation  may  be  obtained  in  places,  showing 
the  presence  of  pus.  The  constitutional  disturbances  produced 
by  septic  absorpjb^gn  are  well  marked.  The  severity  of  the 
case  depends  upon  the  virulence  of  the  infecting  bacterium, 
and  in  some  cases  this  may  be  so  great  as  to  cause  the  death  of 
the  patient.  Fistulse  may  result  from  extensive  sloughing,  and, 
in  very  rare  cases,  where  the  inflammation  extends  all-  round 
the  vagina,  the  latter  may Jbe.  detached  and  thrown  pff^_a^s_j^ 
slough  (Marconnat). 

Treatment. — In  the  early  stage,  hot  antiseptic  vaginal  douches 
should  be  given,  and  plugs  soaked  in  glycerine  and  ichthyol 
may  be  placed  in  the  vagina.  If_gus_fprms,  it  must  be  allowed 
to  escape  by  means  of  free  incisions.  The  patient's  strength 
must  be  supported  by  administering  plenty  of  nourishment, 
and  by  the  free  use  of  stimulants. 

IV.  Emphysematous  Vaginitis. — This  condition  was  described 
by  Winckel,  and  named  by  him  ^;oZpOr/ii/j9e?j9|ast(j  ^c^/s/zca.  It 
consists  jn  the  f  OTms^jgnof^man^cgstSj^co^  under  the 
mucou^jnembran^^__of^^^  It  is  a  very  rare  condition, 
and  is  most  _frec|ue.ntly  found  in  pregnaiii^wonien.  The  cysts 
are  met  with  in  groups,  and  occur  generally  qn_  the'-  upper  .part 
o^the  antejior  wall  oj  the  vagina.  They  convey  a  crepitatory 
feel  to  the  fingers,  and  the  mucous  membrane  round  them  is 
somewhat  inflamed.  The  pathology  of  this  condition  is 
extremely  obscure.  It  has  been  suggested  that  the  cysts  are 
formed  from  dilated  lymph  channels   (Chiari),  and  that  the 
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gas  is  derived  from  molecular  disintegration  of  the  tissues 
(Pozzi),  or  from  the  outer  air;  in  the  latter  case,  the  air  would 
gain  admittance  through  microscopic  cracks  in  the  mucous 
membrane.    There  is  no  special  treatment  required. 

VAGINISMUS. 

Vaginismus  was  first  described  by  Marion  Sims,  and  was 
defined  by  him  as  "an_.excessi;v:e.Jixpei'_gsthasi^ 
aiid_^yuly^j^__a!itlet,  associated  with  sugh  spasmodic  coiitraction 
of  the  sphincter  ya^me  as  Jo  prevent  coition." 

MUghgy. — In  the  great  majority  of  cases  of  vaginismus,  some 
local  condition  of  the  vulvar  or  vaginal  orifice  can  be  found. 
In  a  small  number,  however,  no  such  condition  can  be  detected 
even  on  the  most  careful  examination.  Such  cases  are  usually 
met  with  in  hg^sterigal  patients,  and  are  attributed  to  some 
neurotic  condition.  Amongst  the  local  j3onditipns  which  are 
found  are  vulvitis,  vaginitis,  atresia  of '  tlie  vaginal  orifice, 
inflamed  carunculae  myrtiformes,  fissures,  polypi,  prolapse  of 
the  ovaries  into  Douglas'  pouch,  cysts  or  abscesses  of  Bartholin's 
gland,  and  urethral  caruncles.  A  very  rare  cause,  to  which 
attention  has  been  called  by  Hegar  and  Kaltenbach,  consists  in 
an  unusual  amount  of  obliquity  of  the  vaginal  orifice,  which 
brings  the  clitoris  into  such  a  position  that  it  is  subject  to 
direct  pressure  during  coition.  Impotence  aiid  aAvkwardness  on 
the  part  of  the  husband  have  also  been  mentioned  as  a  cause  of 
vaginismus. 

Sjym^itoms. — The  most  marked  symptoms  are  extreme  pain 
during"'alny  attempt  at  coition  (^USaSgJiSig');  ^^^^  such  spas- 
modic contraction  of  the  vaginal  rauscie  as  to  prevent  coition. 
On  examination,  it  is  soinetimes  found  to  be  i^20ssible_t_o_,pass 
^^llS^lS££jst2_yjS-J2;SiB^'  account  of  the  pain  such  an 

attempt  causes  and  of  the  spasmodic  contraction  of  the  vaginal 
sphincteric  muscles.  If  the  cause  of  the  vaginismus  lies  in  some 
condition  which  is  situated  outside  the  vaginal  sphincter,  it  can 
usually  be  easily  determined.  If,  however,  it  lies  above  this,  an 
anaesthetic  must  be  administered. 

Treatment. — If  the  cause  of  the  vaginismus  can  be  discovered, 
ancTiTsucli  cause^MoiJ^e^rem^ed,  the  paMsiji-H-.^JlS-^-S-iy-ili ■^'^ 
cured!    If  no  cause  can  be  discovered,  the  treatment  is  very 
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much  more  difficult.  Vulvitis  or  vaginitis  must  be  cured. 
IniiJdJXed-J'aimc.uUP-.Jiiy^til^^^  miist  be  di^secte.d._.aijt  or 
destm^sd3\diLLiL_C£y!±firy-  Enlargements  of  Bartliolin's  gland 
must  be  removed.  Atresia  of  the  vaginal  orifice  is  best  over- 
come by  dilatation  with  Marion  Sims'  glass  dijators  {v.  Fig.  12), 
after  first  fncising  the  constricting  tissues  round  the  edge  of  the 
hymen.  The  dilator,  which  somewhat  resembles  a  large-sized 
Hegar's  dilator,  is  worn  for  from  three  to  six  hours  at  a  time, 
and  is  inserted  daily  for  a  period  varying  from  a  week  to  a 
fortnight.  If  there  is  any  difficulty  in  obtaining  them,  iodoform 
gauze  may  be  used  instead.     In  Jpnv^lj , ,  neu^rptla  . condilijOPS, 

sedatives,  may  be  tried  and  complete  cessatioii  _f  rpm  marital 

relationsjor^ajime.    If  this  fails,  relief  may  be  obtained  by  the 


Fia.  12. — Marion  Sims'  glass  vaginal  dilator  for  use  in  vaginismus. 

excision  of  the  hymen,  even  though  there  is  no  apparent 
pathological  condition  present. 

TUMOUES. 

The  true  tumours  or  neoplasms  which  are  met  with  in  the 
vagina  are  as  follows  : — 

I.  Benign  IsTeoplasms. 
Lipoma,  growing  from  the  fatty  tissue  of  the  vaginal 

wall.    It  is  a  very,  rare  condition. 

(2)  Fibroma  and  fibro-viyoma,  growing  fj-om  the  wall  of  the 
urethra  and  from  the  u££er_pa£t^JJhe_,yagina-  These  are  also 
ej^ceedingly  rare,  but  sometimes  occur  as  pedunculated  or 
sessile  growths. 

II.  -Malignant  Neoplasms. 

(1)  Carcinoma. — Cancer  of  the  vagina  occurs  aiS  a  pr^piarv 
condition,  and  as  such  is  extremely  rare.  It  is  also  found  com- 
paratively commpnly  as  a  secQiidary  condition,  due  ^o,  extension 
of  carcinoma  of  _the  cervix.  Here,  we  are  alone  concerned  with 
the  primary  condition. 

Pathological  Anatomy. — Primary  carcinoma   of  the  vagina 
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may  start  from  any  part  of  the  vaginal  mucous  membrane  j.most 
frequently,  however,  it^commences  either  atj^iejyilyoj^vaginal 
jmiction  or  at  the  top  of  the  posterior  cul-de-sac.  If  it  starts 
in  the  former  situation,  it  involves  the  recto-vaginal  septum,  then 
invades  the  rectal  wall,  and  finally  causes  a  recto-vaginal  fistula. 
If  it  starts  in  the  latter  situation,  it  rapidly  spreads  to  the  vaginal 
portion  of  the  cervix.  Climcally,  it  tends  to  assume  one  of  two 
forms  (Pozzi)  :  — 

Ja)  A  vegetating  or  papillary  form,  which  starts  as  a  small 
papillary  projection,  grows  out  in  masses  resembling  the  cauli- 
flower excrescences  found  in  cancer  of  the  cervix,  and  rapidly 
ulcerates. 

{b)  An  iniltrating  or  nodular  form,  which  starts  as  a  small 
more  or  less  ciroularjirea  of  jinfiltration,  tends  to  grow  in  or  be- 
neath the  epithelium  instead  of  coming  to  the  surface,  and  finally 
sgP-ds,  out  papillary  projections  which  ulcerate  as  in  the  previous 
form. 

Symptoms. — The  symptoms  of  primary  malignant  disease  of 
the  vagina,  as  of  the  cervix,  are  at  first  very  ill-defined.  As  a 
result  these  cases  are  rarely  seen  in  time  for  operation.  The 
patient  first  notices  a  blood-stained  discharge,  which  gradually 
becomes  more  and  n^jg_^profuse.  If  the  growth  is  slougl].ing, 
there  is  a  profuse  sanious  di|cha:[ge,  and,  if  the  ulcerative  pro- 
cess opens  any  of  the  vaginal  vessels,  there  may  be  serious 
hemorrhage.    The  ingiujaal^lan^s  are  ea^^ 

Treatment. — If  the  nature  of  the  case  is  detected  in  time  to 
afford  any  hoj)e  of  a  cure,  the  gjpjyth  must  be  ejtcis.ed  as  widely 
as  possible,  and  the  mucous  membrane  brought  together  again  by 
suture,  n  tjie^cervixj^ir^yo^  it  may  be  sometimes  possible 
to  extirpate  the  tumour^  by  combining  abd^iinal  hysterectomy 
with  a  fre.^-,  r emo vgl  ^f,_thg_vaginal  .-gapT  in  the  operation 
described  by  "Werder  {v.  page  354).  If  the  case  is  inoperable, 
temp  or  a^-£giie£- will  be  given  by  freely  curetting  away  as  much 
of  the  growth  as  possible,  and  then  destroying  the  base  of  the 
ulcer  so  formed  with  the  actual  cautery  or  by  the  application  of 
strong  caustics  {v.  page  335). 

(2)  Sarcoma. — Sarcoma  of  the  vagina  is  even  rarer  than 
primary  cancer.  It  occurs  as  a  diffuse  sarcoma  attacking  the 
vaginal  mucous  membrane,  or  as  a  moi^.locjibsed  ot  ev^^  pedun- 
culated ^Towth — the  result  of  the  degeneration  of  a  fibroma. 
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The  course  of  this  conditionJs_slow.    If  possible  the  growth 
should  be  freely  extirpated. 

In  addition  to  the  true  tumours  of  the  vagina  various  false 
tumours  or  enlargements  are  met  with.    They  are  as  follows  :— 
I.  Cysts. 
II.  Haamatoma. 

I.  Vaginal  Cysts.  — Cysts  situated  beneath  the  mucous  mem- 
brane of  the  vagina  and  around  the  orifice  of  the  urethra  are 
frequently  met  with.  They  vary  in  size  from  that  of  a  hazel-nut 
to  that  of  a  full-term  foetal  head,  but  the  smaller  sizes  are  much 
the  more  conmion. 

jEtioIogy. — The  Eetiology  of  these  cysts  is  still  somewhat 
obscure.  Four  theories  as  to  their  causation  have  been  brought 
forward : — ■ 

That  they  are  retention  ^sts  due  to  the  blockage  of  the 
duct  of  a  gland  (Huguier,  Virchow) . 

(2)  That  they  are  due  to  the  dila^JionjDf^l^  interspaces 
(Ja^sch),  in  which  case  they  would  have  an  endothelial  lining. 

(3)  That  they  are  hygromata  (Kaltenbach) ,  that  is  anaccumu- 
latim  of  lymph  between  the  connective-tissue  cells,  in  which 
case  they  would  have  no  lining  membrane,  either  endothelial  or 
epithelial.  In  opposition  to  both  this  and  the  previous  theory, 
is  the  fact  that  the  cysts  are  almost  invariably  lined  Avith  cylin- 
drical epithelium. 

(4)  That  the  cysts  are  formed  by  the  dilatation  of  two  sets  of, 
embrvonic  ducts,  which  are  found  in  relation  to  the  vaginal 
wall.    These  are — the  ducts  of .  Gartner  and  the  ducts  of  Skene. 
The  former  are  the  counterpart  of  the  vasa  def erentia  in  the  ^ 
male,  and  run  downwards  from*"the  broad  ligament, . beside  the' 
vaginal  walls,  one  at  each  side.    The  latter  opgnrintg_Jwo_small 
depressions,  one  at  eitlier  side  of  thejjj^hrgl  jjja^e,  and  are  the 
counterpart  of  the  prostatic  ducts  in  the  male  {v.  Fig.  13).  This 
theory  affords  the  most  probable  explanation  of  the  tetiology 
of  vaginal  cysts. 

In  addition  to  these  cysts  there  is  another  form  met  with, 
namely,  cysts  due  to  the  implantation  of  echinococcus  colonies, 
j  This  form,  in  common  with  all  instances  of  hyjjiti^  infection,  is 
very  rare  in  these  countries. 

Treatment. — The  treatment  of  vaginal  cysts  resembles  the 
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treatment  of  vulval*  cysts.  If  they  are  small  and  are  not  causing 
any  symptoms  they  may  be  left  alone,  otherwise  they  are  best 
remo-ged  {v.  page  306).  This  is  done  byjdissectiiig  out  the  cyst 
wall,  and  then  sjituring  upjfchejie^  In  the  case  of 


Fig.  13. — Diagram  representing  the  foetal  structures  m  the  broad  ligament 
"and  vagina  in  relation  to  the  origin  of  parovarian  and  vaginal  cysts.  {A. 
Bouth).  TJt.  Uterus.  B.  Bladder.  U^.  Ureter.  U^.  Urethra.  S.D.  Skene's 
ducts.  V.  Vagina.  G.C.  Gartner's  canals.  M.S.G.  Max  SchiiUer's  glands. 
K.  Kobelt's  tubules.  A.  Anus.  B.L.  Broad  ligament.  0.  Ovary.  O.L. 
Ovarian  ligament.  E.L.  Round  ligament.  F.T.  FaUopian  tube.  H.M. 
Hydatid  of  Morgagni.    P.  Vertical  tubes  of  parovarium. 

^nt,  it  may  be_necessary_jfco_gpen  the^  a^^  to  render  its 

renioval  possible.    If  the  cavity  cannot  be  closed  by  suture  after 
the  cyst  has  been  removed,  it  must  be  plugged  with  gauze. 
Some  authorities  recommend,  in  the  case  of  a  small  cyst,  t  o 
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excise  a  portion  of  its  wall  instead  of  dissecting  the  whole  cyst 
out.    They  claim  that  this  method  answers  just  as  well  and  is 

II.  HiEMATOMA.—HEematoma  vaginae  maybe  met  with  as  the 
result  of  a  traumatism  occurring  during  parturition.  It  is^  a 
purely  obstetrical  complication,  and  accordingly  will  not  be  dis- 
cussed here. 

TRAUMATIC  LESIONS  OF  THE  YA&INA. 

Traumatic  lesions  of  the  vagina  are  so  closely  bound  up  with 
those  of  the  perina3um  and  uterus,  that  they  will  be  discussed 
together  {v.  page  205).  Here  it  is  only  necessary  to  mention 
the  fact  that  they  sometimes  occur. 

TUBERCULOSIS  OE  THE  VAGINA. 

Tuberculosis  of  the  vagina  is  a  very  rare  affection.  It  is, 
however,  sometimes  met_sdth  either  as  a  primary  condition,  or 
senond^^_to_tuberculoiis  disease_  of  the  vulva  or_uterus.  It 
occurs  as  anjrregular_ulceii.j^^  its  base 

covered  by  a  caseous  discharge  (Weigerst) .  A  final  diagnosis 
can  be  made  by  examining  this  discharge^for_t]^^  or 
by  removing  a  portion  of  the  base  of  the  ulcer  and  examining  it 
microscopically. 

Treatment. — If  jjossible  the  ulcers  should  be  freely_excised.  If 
that  cannot  be  done,  they  may  be  destroyed_^  means  of  nitric 
acid  or  the  actual  cautery. 
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DISEASES  OF  THE  UTEEUS. 

Errors  of  Development.  Congenital  Absence  of  Uterus — Double  or  Bipartite 
Uterus,  Treatment — Stenosis  of  the  Cervical  Canal,  Symptoms,  Treatment 
—  Congenital  Atrophy  of  the  Uterus — Infantile  Uterus  —  Congenital 
Atresia  of  the  Cervix — Congenital  Hypertrophy  of  the  Cervix ;  Treatment. 

The  patliological  conditions  met  witli  in  the  uterus  will  be 
considered  under  the  following  headings  : — 
Errors  of  development. 
Displacements. 
Traumatic  lesions. 
Inflammatory  diseases. 
New  growths. 
Tuberculosis. 

EREOES  OF  DEVELOPMENT. 

Under  the  heading  Errors  of  Development  the  following  con- 
ditions are  included  : — 

I.  Absence  of  (1)  uterus,  (2)  ovaries,  (3)  uterus  and 
ovaries. 

II.  The  various  forms  of  double  or  bipartite  uterus. 

III.  Stenosis  of  (1)  external  os,  (2)  internal  os,  (3) 

entire  cervical  canal. 

IV.  Congenital  atrophy  of  the  uterus. 
V.  Infantile  or  foetal  uterus. 

VI.  Congenital  atresia  of  the  cervix,  or  of  one  side  of 

a  double  cervix. 
VII.  Congenital  hypertrophy  of  the  cervix. 
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I  Congenital  Absence  oe  Uterus,  etc.— Congenital  absence 
of  tlie  uterus,  or  ovaries,  alone,  or  of  the  uterus  and  ovaries,  is  a 
veryrare  condition.  In  some  cases,  it  is  accompanied  by  absence 
oTtWagina  as  well.  These  conditions  are  only  of  diagnostic 
interest,  as  there  is  naturally  no  treatment  of  any  avail. 

II  Double  or  Bipartite  Uterus.— The  various  forms  of  double 
or  bipartite  uterus  are  not  of  any  great  gynaecological  interest. 
They  onlx  become  ofjmportance  under  certain  circumstances  :— 

m  IfJheX£amiK2]ibledHi^^ 

(tf  IXthereJs,matEesia  of  any  portion  of  the  cervix  or 
vagina  on  one  or  both  sides,  lea^ingjo^retgation 
oithe^menstrual^^ 
(3)  IfJhey^jiyg^i§g^to_3,_diffi£i^^ 
making  a  ya^'inal^exanm 
Treatment.— The  only  caseTn  which  any  question  of  treatment 
might  occur  would  be  in  those  cases  in  which  there  was  a 
retention  of  the  menstrual  products.    Such  cases  will  be  discussed 
under  genital  atresia  {v.  page  216). 

III.  Stenosis  op  the  Cervical  Canal.— C^^ig^t^,,jtgs2|js  i. 
{arivog,  narrow)  of  the  cervical  canal,  or  of  any  part  of  it,  is 
most  usually  the  resultolimperfe.etitel^^  of  the  uterus, 
and  is  associated  with  acute  anteflexion,  as  the  latter  condition 
is  sometimes  produced  by  imperfect  development  of  the  anterior 
uterine  wall.  Acciui£§4jtenosis  may  occur  as  the  result  of  the  ii  , 
improper  use  of  caustics,  or  after  a  too  extensive  trachelorrhaphy, 
or  amputation j)f  tijo  cervix. 

If  the  cervical  canal  is  of  its  normal  size,  there  should  be  no 
difficulty  in  passing  a  sound  4  mm.  in  diameter  into  the  uterus, 
if  the  sound  is  properly  directed  (Schultze) .  If  this  cannot  be 
done,  stenosis  of  that  portion  of  the  canal  at  which  the  obstruc- 
tion is  found  is  diagnosed. 

Symptoms.— The  chief  symptoms  of  stenosis  of  the  cervical 
canal  are  dysmenorrhoea  and  sterility.  The  dysmenorrhoea  is 
usually  worse  at  the  commencement  of  the  period,  and  becomes 
less  as  the  flow  is  established.  It  is  most  probably  due,  as  Sims 
said,  to  the  painful  contractions  of  a  uterus  endeavouring  to  over- 
come the  mechanical  obstruction  to  the  outflow  of  the  menstrual 
products.  It  has  been  vigorously  denied  by  many  authorities 
that  stenosis  sufficient  to  cause  obstruction  ever  occurs  as  a  con- 
genital condition.    We  have  already  referred  briefly  to  the 
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obstructive  theory  of  dysmenorrhcea  {v.  page  22).  Wlietlier 
sucli  a  theory  is  true  or  not  is  an  unsettled  point,  but,  in  our 
opinion,  the  balance  of  evidence  is  in  its  favoui-,  and  in  practice 
the  best  results  are  obtained  by  acting  on  the  principle  that  it 
is  true. 

Sterility  is  iiL§lLjl^o^^^li^2L^9;HSSiisi  endomefaitis  which 
aljm^stjnvTm^^  and  also  by  the  fact 

that  stenosis  of  the  os  externum  will  prevent^^h^^eYSJCBiOJLof^e 
mucous  membrane  of  the^  cervix  which  is  said  to  normally  occur 
during  coition  (Diihrssen).  As  such  an  eversion,  with  the  .subse- 
quent retraction  of  the  mucous  membrane,  must  be,  if  it  occurs, 
an  important  factor  in  the  introduction  of  spermatozoa  into  the 
cervical  and  hence  into  the  uterine  cavity,  it  follows  that  when 
it  does  not  occur  the  spermatozoa  lie  for  a  longer  time  than  usual 
exposed  to  the  action  of  the  acid  vaginal  mucus.  This  in  itself 
is  sufficient  to  kill  them. 

Treatment. — The  extent  to  which  the  treatment  of  these  cases 
should  be  carried  is  often  a  matter  of  dispute.  Stenosis  of  the 
cervical  canal  does  not  in  itself  endanger  life,  and  therefore 
there  is  often  a  certain  amount  of  reluctance  in  adopting  opera- 
tive measures,  which,  although  practically  safe  in  competent 
hands,  have  theoretically  a  certain  amount  of  risk  attached 
to  them.  Then,  again,  many  of  these  cases  occur  in  young  un- 
married girls,  and  consequently  there  is  always  a  difficulty  in 
making  the  necessary  examination.  As  a  result,  in  many  cases 
palliative  treatment  is  commenced,  and  is  continued  for  an 
unduly  long  time,  with  the  result  that  the  patient  is  kept  in  a 
condition  of  semi-invalidism,  which  may  end  in  making  her  of 
a  confirmed  neurotic  disposition ;  or,  what  is  very  much  worse, 
she  may  be  led  into  the  habit  of  constantly  taking  sedatives, 
and  so  end  as  a  morphia  maniac. 

The  author  hopes  that  this  expression  of  opinion  will  not  be 
taken  to  mean  that  he  condemns  all  palliative  measures,  as,  on 
the  contrary,  he  recognises  the  fact  that  by  such  means  the 
dysmenorrhoea  associated  with  the  stenosis  can  be  completely 
overcome  in  some  cases.  He  merely  wishes  to  protest  against 
the  ill-advised  continuance  of  palliative  treatment  in  those  cases 
in  which  a  but  temporary  relief  is  brought  about. 

Palliative  Treatment. — The  palliative  treatment  of  stenosis  con- 
sists in  rest  in  hied  during  the  menstrualjjej;^,  the  application 
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of  o4ycerineElugs  to  th^cervix  for  aJewd^^MoreiL^^ 
is  dinS:SS?  si£j2^s  and  the  use  of  -da|^  as 
bromide  of  potash,  hyoscine,  morphia,  chloral,  etc  It  these 
means  fail,  not  alone  to  relieve  the  patient  temporarily,  but  also 
to  prevent  the  recurrence  of  the  condition,  the  advisability  of 
adoptino-  operative  measures  must  be  considered. 

Radical  Treatment.-The  form  of  radical  treatment  which  is 
adopted  depends  upon  the  situation  of  the  stenosis.   If  the  latter 
is  situated  at  the  os^jxtfijmum,  bilstoijimfflPn  {v.  page  318), 
or,  if  t1.p  p^rvix  is  elongated,  amputationof_a_P_ortion  ot  it  by 
Simon-Marckwald's  method  {v.  page  313)  is  the  best  line  of 
treatment     If  there  is  stenosis_of  the  entire^cervical  canal,  .^s- 
terior  division  as  recommended  by  Marion  Sims  is  the  best  opera- 
tion  {v  page  319).    If  there  is  much  accompanying  anteflexion 
of  the  uterus,  the  modification  of  Sims'  operation  which  has  been 
suggested  by  Dudley  is  more  suitable  [v.  page  320).    The  most 
difficult  cases  to  treat  are  those  in  which  there  is  inarkedste^is 
of  the  internal  OS.    It  is  to  these  cases  that  (^^^i  is  perhaps 
the  most  suited  [v.  page  322),  but  unfortunately  its  effects  are 
usually  only  temporary.    Hit  fails,  DjLdle^s_m<iification  of 
posterior  division  may  give  better  results. 

It  is  always  well  to  remember  that,  if  any  form  of  operative 
treatment  is  adopted  in-  these  cases,  the  ut_eru^^sy)^_our^^  -X 
as  well,  in  order  to  cure  the  endometritis  which  is  almost  always 
present. 

lY.  Congenital  Atrophy  of  the  Utertts.— In  this  condition, 
the  uterus  preserves  its  normal  shape,  but  is  very  much  smaller 
than  usual  and  its  walls  are  very  thin  (Dtihrssen).  The^  condi- 
tion is  found  in  those  c^^^^m-p  fnrms  of  chlorosis  with  which  are 
associated  congeniteLsuLalbiess  of  the  heart  andjorta  (Yirchow). 

The  Rvmptpms  to  which  such  a  condition  gives  rise  are  .arrifjlinr- 
rhoea  or  scanty  menstruation,  and  sterility.  The  diagnosis  is 
^^"by  means  of  a  bimanual  examination  and  by  measuring 
the  uterus  with  the  sound.  Treatment  is  generally  believed  to 
be  useless. 

V.  Infantile  Uterus. — In  the  condition  known  as  infantile  or 
foetal  uterus,  the  uterus  maintains  permanently  the  shape  which 
it  normally  possesses  up  to  the  time  of  puberty.  That  is  to  say 
the  cervix  is  abnormally  long  and  thick,  in  comparison  with  the 
tinn-wajl^d^  Conical  cervix,  and  stenosis 


58 


PEACTICE  OP  GYNiECOLOGY 


of  a  part  or  the  whole  of  the  cervical  canal,  are  also  frequent 
concomitants. 

Symptoms. — The  symptoms  which  an  infantile  uterus  causes 
are  dysnienorrhcea,  scantv  menstrujition.  and  sterilitj.  The 
dysmenorrhoea  is  usually  stated  to  be  due_to  the.  compres- 
sion  of_  nejrye^l9ffle^;^^ts  by  an  imperfectly  developed  uterine 
muscle  and  endometrium  during  menstrual  congestion  of  the 
uterus.  It  may  also  be  the  result  of  the  stenosis  of  the 
cervical  canal  and  of  the  acute  anteflexion  of  the  uterus,  both 
of  which  are  as  a  rule  consequent  on  the  imperfect  uterine 
development.  Scanj}y_ menstruation  is  the  iiatural^resu^^  the 
deficient_Wood^  ^upjoly  of  the  uterus,  while  ^tmhty  is  in  all 
probability  caused  by  an  accompanying  imperfect^dejelopment 
of  the  ovaries. 

Treatment. — The  treatment  is  directed  to  the  overcoming  of 
the  ceryi£aJL_§iig£Xl§is,  as  previously  described  {v.  page  56),  and 
to  attempting  to  stimulatg^  the_  u^erine^!bo.dy--J:ja_J^^ 
The  latter  may  be  brought  about  by  f|;eggefli^otjjitra--nteijTi^ 
doggh^g,  by  plugging  the  c^a^it^_wyi_iodoforiia_.^^  and  by 
faradisation  with  the  negative  pole  of  the  battery  inside  the 
uterus,  but,  as  a  rule  all  treatment  is  unsatisfactory. 

VI.  Congenital  Ateesia  of  the  Cervix. — Congenital  uterine 
atresia  is  a  very  rare  condition.  It  will  be  described  under 
"  G-enital  Atresite  "  {v.  page  216). 

YIII.  Congenital  Hypertrophy  of  the  Cervix. — In  congenital 
hypertrophy  of  the  cervix,  the  Igngtli  of  the  latter  is  as  a  rule 
]ggg£yia]^^_^agg£;^d,  while  its  thickness  remains  comparatively 
unaltered.  Elongation  is  due  to  a  hyperplasia  and  hypertrophy 
of  the  muscle  fibre  and  connective  tissue  of  the  infra-vaginal 
portion  {v.  page  70),  the  mucous  coat  as  a  rule  remaining 
unaffected.  There  is  usually  _  spine,  degree  of  stenosis^of  the 
canal  as  well . 

Treatmerit. — Treatment  consists  in  amputation  of  the  hyper- 
trophied  portion  by  Simon-Marckwald's  method  {v.  page  313). 
As  a  rule,  it  will  suffice  to  remove  some  of  the  overgrowth,  as  the 
resultant  involution,  which  follows  on  this,  will  cause  the  re- 
mainder to  disappear. 


CHAPTER  YII. 


DISEASES  OP  THE  UTEEUS  (continued). 

Displacements  of  the  Uterus.  Definitions  of  Terms— Normal  Positions  of  the 
Uterus  —  Table  of  Displacements  —  Up-ward  Displacement;  -S^tiology, 
Symptoms,  Treatment— Downward  Displacements  ;  etiology.  Pathological 
Anatomy,  Symptoms,  Treatment— Backward  Displacements  :  Eetroversion 
and  Flexion,  etiology.  Symptoms,  Diagnosis,  Treatment;  Eetroposition 
—Forward  Displacements  ;  Anteversion  and  Flexion,  iEtiology,  Symptoms, 
Treatment ;  Anteposition -Lateral  Displacements  of  the  Uterus.:  Dextro- 
or  Sinistro-version  or  Flexion,  etiology.  Treatment— Torsion— Inversion  : 
Degrees,  Varieties— Acute  Inversion;  :a}tiology.  Symptoms,  Diagnosis, 
Treatment,  Prognosis— Chronic  Inversion ;  etiology.  Symptoms,  Diagnosis, 
Treatment. 

DISPLACEMENTS  OP  THE  UTERUS. 

Theee  are  certain  terms  in  common  use  to  convey  the  various 
positions  of  the  uterus,  which  must  be  clearly  understood.  The 
first  of  these  are  the  terms  version  andflexio7i  of  the  uterus.  In 
order  to  convey  a  definite  impression  of  the  meaning  of  these 
terms  the  uterus  must  be  considered  as  consisting  of  two  parts 
or  segments, — a  body,  and  a  cervix,  each  of  which  is  traversed 
by  an  imaginary  longitudinal  axis  {v.  Fig.  14).     In  consequence 
of  the  somewhat  lax  attachments  of  the  lower  segment,  i.  e.  the 
cervix,  to  the  surrounding  parts,  its  axis  possesses  a  considerable 
range  of  motion,  so  that  it  can  move  through  some  180  degrees 
in  the  manner  shown  in  the  accompanying  diagram  {v.  Pig.  15). 
Also,  as  a  result  of  the  flexile  nature  of  the  uterine  tissues  at 
the  junction  of  the  two  segments,  their  respective  axes  may 
adopt  various  relations  to  one  another,  and  may  either  coincide  or 
may  meet  each  other  at  ajinost  auy  angle.    By  y^ip^n,  is  meant 
the  inclination  of  the  axis  of  the  Jovver  _segnaeTLtin  ajiy_^direction 
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^>!2I§I_i£fiSLifeS-XeyJiiGA^-  If  the  cervical  axis  is  vertical,  version 
is  absent ;  if  it  is  inclined  forward,  the  uterus  is  said  to  be  in  a 
position  of  anteversion ;  if  backwards,  of  retroversion ;  if  to 
the  right,  of  dextroversion ;  and  if  to  the  left,  of  sinistroversion 
{v.  Figs.  15,  16).   By  jlexion,  is  meant  ^.^^S^^\si$„^^^;^^^jyi  the 


Fig.  14. — Diagram  of  tae  litems  showing  the  axes  of  the  body  and  cervix. 

axis  of_jlie_jap^pe]^segmant  aw^;2_^5|EQJ3L-i^§a..iSjs-fif  ..J^ 
aegmgjit,  and  the  term  is  again  qualified  by  the  same  prefixes 
as   is  version — anteflexion,   retroflexion,   sinistroflexion,  and 
dextroflexion  [v.  Figs.  17,  18).    It  is  not  necessary  that  both 
flexion  and  version  should  occur  in  the  same  direction.  As 


Pig  15  —Diagram  showing  the  different  versions  of  the  cervix  in  an  antero- 
posterior plane.  1.  Complete  anteversion.  2.  Slight  anteversion.  3. 
Vertical  position.    4.  Slight  retroversion.    5.  Complete  retroversion. 

will  be  seen  in  the  diagram,  a  uterus  may  be  retroverted  and 
anteflexed,  or  vice- versa,  or  it  may  be  dextroverted  and 
sinistroflexed,  or  vice  versa  [v.  Figs.  17,  6,  and  18,  6,  6).  In 
such  complex  displacements,  the  flexion  is  considered  to  be  the 
more  important,  and  in  whatever  dii;ection  it  takes  place,  the 
uterus  is  said  to  be  displaced. 
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Two  main  variations  from  the  ordinary  definitions  have  been 
made  in  defining  these  terms.  In  the  first  place,  the  move- 
ments of  the  cervix  are  said  to  govern  version.  If  any  of  the 
classical  diagrams  of  uterine  displacements  are  examined,  it 


3 


Fig  16— Diagi-am  showing  the  different  versions  of  the  cervix  in  a  lateral 
piane.    1.  Dextroversion.    2.  Vertical  position.    3.  Sinistroversion. 

will  be  seen  that  this  is  the  case,  and  that  the  definition  given 
above  is  more  correct  than  is  the  commonly  a£egJ3tei_defini- 
tion  oi 


-a  "  rotation  of  the  whole  uterus  round  a  trans- 


PiG  17.— Diaoram  showing  the  different  positions  of  the  uterus  m  an  antero- 
posterior plane.    1.  Anteversion.    2,  3.  Anteversion  and  sHght  anteflexion 
4.  Anteversion  and  marked  anteflexion.    5.  Retroversion  and  marked 
anteflexion.    6.  Retroversion.    7.  Retroversion  and  slight  retroflexion.  8. 
Retroversion  and  marked  retroflexion. 

verse  axis,  withoitt  the  position  of  the  cervix  and  body  relative 
to  one  another  being  altered."  In  the  next  place,  a  version  is 
considered  as  a  turning  away  from  the  vertical,  either  for- 
wards, backwards,  or  laterally,  and  not  as  a  turning  away 
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from  the  axis  of  the  pelvic  brim  as  it  is  more  frequently  said 
to  be. 

The  following  paragraphs  state  briefly  the  terms  applied  to 
the  various  positions  which  the  uterus  may  assume  so  far  as 
flexions  and  versions  are  concerned,  and  may  be  of  assistance  in 
enabling  the  student  to  more  clearly  understand  these  some- 
what puzzling  terms. 

(1)  When  the  axes  of  the  body  and  of  the  cervix  of  the 
uterus  coincide  and  are  vertical,  the  uterus  may  be  regarded  as 
being  neither  in  a  position  of  version  nor  of  flexion. 

(2)  When  the  axes  of  the  body  and  cervix  of  the  uterus 
coincide,  but  are  inclined  away  from  the  vertical,  the  uterus  is 
said  to  be  ante-  retro-  or  latero-verted  according  to  the  direction 


Fig.  18. — Diagram  showing  the  different  positions  of  the  uterus  in  a  lateral 
plane.  1.  Dextroversion  and  dextroflexion.  2.  Sinistro version  and  sinistro- 
flexion.  3.  Dextroflexion  alone.  4.  Sinistroflexion  alone.  5.  Sinistro- 
version  and  dextroflexion.    6.  Dextroversion  and  sinistroflexion. 


in  which  the  coincident  axes  are  inclined.  As  the  axes  coincide, 
flexion  is  absent  {v.  Fig.  17,  1,  6). 

(3)  When  the  axis  of  the  cervix  is  vertical  and  the  axis  of  the 
body  does  not  coincide  with  it,  the  uterus  is  said  to  be  ante- 
retro-  or  latero-flexed  according  to  the  direction  in  which  the 
axis  of  the  body  is  inclined.  As  the  axis  of  the  cervix  is  vertical, 
version  is  absent  {v.  Fig.  18,  3,  4). 

(4)  When  the  axis  of  the  cervix  is  inclined  away  from  the 
vertical  and  the  axes  of  the  body  and  cervix  do  not  coincide,  the 
uterus  is  said  to  be  ante-  retro-  or  latero-flexed  and -verted 
according  to  the  direction  in  which  both  axes  are  respectively 
inclined  {v.  Figs.  17,  2,  3,  4,  7,  8,  and  18,  1,  2). 
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Utile  utei^i^disjila^ecLm^^^  in  any  direction  Jn^a^-liQi-i- 
^ontJElaSetitis  spoken  of  as  -posed,  with  the  addition  of  what- 
ever prefix  expresses  the  direction  in  which  it  has  been  displaced, 
—antepQsed,  iietro^osed,  d_extropos.ed,  sinistropos^d  {v.  Figs.  19,  -X, 
a,  r,  and  28). 

Ifjhejiterus  is  displax^^^  it  is  spoken 

of  as~a«ce?irwhen  it  is  displaced  nipwards,  "d^^t  when  it  is  dis- 
placed downwards  {v.  Fig.  19,  e,  d) .  There  are'^4ggEees  of  the 
latter.  Descent  of  the  uterus  is  known  as  yrolapse  soJong_as 
the  iiterus  does  not  leave  the  vagina,  it  is  known  as  procidentia 


la.  19.  —  Diagram  representing  some  uterine  displacements.  e.  Ascent. 
a.  Anteposition.  d.  Prolapse,  r.  Retroposition.  P.  Procidentia.  (Schultze). 

when  the  uterus  has  done  so  and  is  protruding  from  the  vulva 
(i;.  Fig.  90) . 

Before  commencing  to  study  the  abnormal  jDOsitious  of  the 
uterus,  it  is  necessary  to  understand  clearly  what  is  the  normal 
position  of  this  organ.  If  we  understand  that  the  uterus  is  a 
mobile  organ,  and  that  all  its  positions — normal  or  abnormal — 
are  the  result  of  the  forces — physiological  or  pathological  as 
tlie  case  may  be — that  act  upon  it,  and  if  we  discover  what  the 
physiological  forces  are,  there  will  not  be  any  difficulty  in  deter- 
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mining  what  ai*e,  and  what  are  not^  the  normal  positions  of  the 
uterus. 

First,  Avhat  is  the  normal  degree  of  mobility  of  the  uterus  ? 
The  relations  of  the  uterus  are  such  that  it  is  enabled  _to  rgtate  in 
a_sagittal  mesi^aLElane  f ollqwing^the_a^rc  o^^ 
is  .situated  about  the  ceryico-vaginaI_j^^^  At  the  same 

time,  the  c onsistencj^ofjhe^ fi^ 

thatJlhe  body  can  bend  under  the  influence  of  any  slight  force 
— such  as  its  own  weight — in  such  a  manner  that  its  axis, 


20.  Diagram  representing  the  normal  position  of  the  uterus  in  vlrgias. 

instead  of  coinciding  with  that  of  the  cervix,  is  inclined  to  the 
latter  at  a  varying  angle  {v.  Fig.  20) . 

Secondly,  what  are  the  pJiysiologicaj^rces_ghich^ct  upi)n^ 
the  uterus  ?    The  forces  which  unite  to  keep  the  uterus  in  its 
normal  position  are  : — 

(1)  The  strain  exerted  by  the  uterine  ligaments. 

(2)  The  weight  of  the  uterine  body. 

(3)  The  intra-abdominal  pressure. 

(4)  The  resistance  of  the  pelvic  floor  and  bladder. 

(1)  The  8 train  exerted  by  the  Uterine  Ligaments.— The  pes- 
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terior  or  n t-,(yi;o-sa£m1_]i^;ameiits  contain  muscle-fibres,  and  run 
from  the  lateral  aspect  of  tbe_iupra-vaginal  portion  of  the 
cervix  to  the  sides  of  the  second  sacral  vertebra.  When  they 
contract  tlie^jgaiyh^^lEgixJj^^  and  so  tend  to  keep 
the  centre  of  gravity  of  the  body  in  front  of  the  cervix, 
and  the  uterus  in  a  position  of  anteversion.  T]i^^.54_.liga- 
ments  also  contain  muscle-fibres,  and  the  effect  of  their  con- 
t"ractions  is  to  pull  the  .fjmcUis  forwai:ds.  The  broad  Hg:aments 
keep  the  uterus  moored  in  a  sagittal  mesial  plane. 

(2)  The  Weight  of  the  Uterus— The  weight  of  the  uterus 
acting  under  the  influence  of  gravity,  in  coja junction  jmth^th 
flexile  nature  of  the  isthmus  and  with  the  action  of  the  liga- 
ments, results  in  producing  a  slight  degree  of  "forward  flexion 
orthe  body,  and  marked  forward  version  of.. the,, cervix.  The 
flexile  nature  of  the  isthmus  is  greater  before  pregnancy  than 
after  it,  and  as  a  result  there  is  a  correspondingly  greater 
degree  of  anteflexion— wh en  the  bladder  is  emptv— in  virgins 
thajijnj)j.rpug^_g:^nieii  {v.  Fig.  20) . 

(3)  The  Intra-abdominal  Pressure. — The  intra-abdominal 
pressure,  acting  on  the  uppermost  surface  of  the  uterus,  tends  to 
drive  the  latter  more  deeply  into  the  pelvis. 

(4)  The  Resistance  of  the  Pelvic  Floor,  ei^c.— The  resistance 
of  the  pelvic  floor  and  bladder  is  a  force,  acting  upwards,  which 
is  sometimes  in  equilibrium  with  the  downward  intra-abdominal 
pressure.  At  other  times,  i.  e.  when  the  bladder  is  distending 
or  emptying,  it  is  temporarily  either  greater  or  less  than  the 
intra-abdominal  pressure,  and  so  causes  a  diminution  or  an 
increase  in  the  degree  of  flexion  and  version  present.  If_t'?l^ 
distension  of  the  bladder  is  very  marked,  the  uterus_maybe 
pushed  into  a  verticalposition,  or  even  a  slight  degree_ofjzejia:Q- 
versio.iLffl^y^,occur.  If  the  rectum  is  also  jTistended,  the  resist- 
ance of  the  pelvic  floor  may  be  so  increased  that  the  uterus  is 
pushed  upwards— ascent  {v.  Fig.  22). 

The"  physiological  result  of  all  these  forces  is  that  the  uterus 
lies  in  a  sagittal  mesial  plane,  its  anterior  surface  in  approxima- 
tion with  the  bladder,  and  the  tip  of  the  cervix  on  a  level  with 
the  lines  joining  the  ischiatic  spines.  When  the  bladder  is 
empty,  the  cervical  axis  is  almost  horizontal,  with  the  fundus  in 
front — markedly  anteverted,  and  the  axis  of  the  body  is  in- 
clined slightly  in  front  of  the  cervical  axis — anteflexed,  so  that 
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the  fundus  rests  upon  the  em-pty  bladder  [v.  Figs.  20  and  21). 
When,  on  the  other  hand,  the  bladder  is  full,  the  uterus  will  be 
found  in  an  almost  vertical  position,  or,  if  the  former  is  over- 
distended,  the  cervical  axis  may  be  even  inclined  backwards — 
retroverted. 

Accordingly^,  it  is  seen  that  there  is  2£jOiie^n^mml  j)o^iqn_of 
the  uterus,  but  rather  that  the  laiter_122ssesses^^a^__^^ 
Qhangiug  i^ige^ofjDOsitioiis,  owing  to  frequent  alterations  in 
the  resistance  of  the  pelvic  floor  and  bladder.    So  long  as  the 


Fig.  21. — DiagTam  representing  the  normal  position  of  the  uterus  in  women 

who  have  borne  cMldren. 

uterus  returns  to  the  position  it  normally  occupies  when  the 
bladder  is  empty,  as  soon  as  that  event  occurs,  none  of  these 
positions  can  be  considered  as  displacements— pathologically 
speaking.    The  moment,  on  the  other  hand,  an^^jTOsition^e- 

I ,  comes_^stable_io.3£^ 
tojhej30sitionJt^  wheiiJie  blad^derjs  ^eijyity, 

oxJeav[ejh5i42figita  so^sooiij-lofiS  i\^fLiliO- 

,  loa-ical  displacement..^ 


UPWARD  DISPLACEMENT  67 

Speaking-  in  general  terms  the  causes  of  malposition  are  to  be 
found  in  any  factors  ^wliicl\  t^id^to  : — 

(1)  Diminish,  or  increase  the  normal  flexibility  or  mobility 

of  the  uterus. 

(2)  Diminish,  increase,  or   change  the  direction  of  the 

various  normal  forces  which  act  upon  the  uterus. 

(3)  Bring  into  play  other  forces  which  normally  are  not  in 

existence. 

The  specific  causes,  which  bring  about  the  various  abnormal 
positions,  will  be  discussed  in  their  proper  place. 

The  following  table  shows  the  various  displacements  which 
are  met  with  : — 

Upwai'cl  displacement  .  Ascent. 

Downward  displacement  {  procidentia. 

^    ,       ■,  T .    1           .  r  Retro-version,  or  -flexion,  or  both. 

Backward  displacement  .  |  Retroposition. 

^         IT!  J.       r  Ante-version,  or  -flexion. 

Forward  displacement  .  |  ^^teposition 

^  ,     ,  , .    .  ,         f  Dextro-  or  sinistro-version  or  -flexion. 

Lateral  displacement  .  j  j^g^ti-o-  or  sinistro-position. 

Torsion     ....    Dextro-  or  sinistro-torsion. 

_        .  f  Incomplete. 

Inversion  .       .       .      .  ■  ■(  c^j^pi^te. 


Upward  Displacement. 

Ascensus  or  Elevatio  Uteri  is  the  term  applied  to  the  position 
of  the  uterus  when  it  lies  at  a  higher  level  than  normal  in  the 
abdominal  cavity  [v.  Fig.  22.) 

Etiology. — Ascent  of  the  uterus  may  be  brought  about  by  : — 

(1)  Tumours  developing  below  the  uterus  in  such  a  position 

as  to  gradually  push  it  upwards. 

(2)  Adhesions  forming  between  the  uterus  and  some  of  the 

abdominal  viscera  or  parietes. 

(3)  The   operation    known   as   ventral   hysteropexy  (r. 

page  373). 

Symptoms. — It  is  improbable  that  ascensus  uteri  causes  any 
noticeable  symptoms,  unless  it  occurs  to  an  unusually  marked 
degree.  Any  symptoms,  which  may  be  present,  will  be  uguaUy 
found  to  be  due  to  the  condition  which  _is_gi%2ng  ijse  to  the 
elevation  of  the  uterus. 
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Treatment. — As  a  rule,  it  is  the  cause  of  t\\Q  displacement  wliich 
must  be  treated,  and  not  the  displacement  itself.  If  the 
condition  is  due  to  the  presence  of  a  tumour,  it  will  be  cured  by 
removing-  the  latter.  The  presence  of  peritoneal  bands  will 
rarely  call  for  any  interference  on  account  of  this  effect  upon 
the  uterus. 

Downward  Displacements. 
As  has  been  stated  already,  prolapse  and  procidentia  are  only 


Pig.  22. — Physiological  ascensus  uteri,  clue  to  distension  of  bladder  and  rectimi. 

different  degrees  of  the  same  condition,  i.  e.  descensus  uteri.  In 
prolapse,  none  of  the  uterus  has  passed  the  vulvar  orifice,  while 
in  procidentia,  a  part  or  the  whole  of  it  has  done  so  {v.  Figs.  23 
and  90). 

JSiology.—Th.e  factors  which  keep  the  uterus  at  its  normal 
level  in  the  pelvic  cavity,  i.  e.  with  the  tip  of  the  cervix  on  a 
level  with  the  line  joining  the  spines  of  the  ischia,  ai-e  : — 

(1)  The  intra-abdominal  pressure. 

(2)  The  resistance  of  the  pelvic  floor. 
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The  causes  of  prolapse  of  the  uterus  will  be  found  in  some - 
thino-  which  interferes  with  the  normal  condition  of  equilibrium 
which  exists  between  these  two  factors.  In  other  words,  descent 
of  the  uterus  usually  occurs  as  the  result  of  ingregg^ed^ra-  /. 
abd.nnnml  pressure,  or  of  diminJshedjWaAice_o| Jhe  n 
""floor,  or  of  the  two  occurring  in  conjunction.  Increased  intra- 
abdominal pressure  may  be  brought  about  by  the  presence  of 
tumoui's,  ascites^^onstan^  etc.    Diminished  resistance 


jijQ  23. — Diagram  representing  complete  prolapse  (procidentia) 

of  the  uterus. 

of  the  pelvic  floor  is  almost  always  caused  by  lacjrgiifeipns  QXicur- 
ring  during  parturition,  especially  when  they  involve  the  levator 
ani  muscle ;  also  by  the  relaxa^i^n^lthe^  walls^ndj^ulya 
brought  about  bj  frequent  childbirth.  The  manner  in  which 
lacerations  tend  to  caFsFd?scent  of  the  uterus,  will  be  discussed 
in  the  chapter  on  genital  traumatisms  {v.  page  205) . 

There  is  one  form  of  uterine  descent  to  which  these  remarks 
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do  not  apply,  viz.  to  that  form  which  is  known  as  congenital 
prolapse.  This  condition  is  due_to_a  congenital  laxlTy  of  the 
uterine  ligaments,  and  is  found  associated  with"  laxity  of  the 
ligaments  which  hold  the  abdominal  viscera  in  place.  Thus, 
with  congenital  descent  of  the  uterus,  we  frequently  find 
associated  floating  kidney  .and  liver. 

Pathological  Anatomy. — On  examination,  the  uterus  is  found 
either  at  a  lower  level  than  normal  in  the  vagina,  or  in  part  or 
altogether  outside  the  vulva.  As  ^  rule,  the  entire  length  of 
the  utei-us  is  increased,  and  this  increase  is  found  to  be  due  to  an 
elongation  of  some  part  of  the_ceryix.  According  to  Schroeder, 
the  cervix  is  divisible  into  three  zones  or  portions : — a  lower 
zone— the  infra-vaginal  portion,  which   comprises  the  part 


Fig.  24. — Diagram   of  the  three  zones   of  the  uterine  neck  (Schroeder). 
a  a.  Infra-vaginal  zone,    h  h.  Intermediate  zone,    c  c.  Supra-vaginal  zone. 

of  the  cervix  lying  below  the  attachment  of  the  anterior 
vaginal  wall;  an  intermediate  zone  or  poi'tion,  lying  between 
the  attachments  of  the  anterior  vaginal  wall  and  the  posterior 
vaginal  wall;  and  an  upper  zone  or  supra-vaginal  portion  lying- 
above  the  attachment  of  the  posterior  vaginal  wall  {v.  Fig.  24) . 
Most  usually,  it  is  ^  the  jupr^a^in  al_  portioia^  of  the  cervix 
which  is  hypertrophied. 

If  the  cervix  has  passed  the  vulvar  orifice,  a  certain  amount 
of  inversion  of  thejfflgi.nalj^ alls  will  be  present.  As  the  uterus 
comes  to  lie  at  a  still  lower  level,  this  inversion  becomes  more 
and  more  marked,  until  finally  the  vaginal  fornices  are  com- 
pletely obliterated.  As  a  result  . of  this  inversioii,  the  mucous 
iTifiTTibrai-ifi  of  ijlie.  A^agina.  from  constant  friction  against  the 
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thio-lis  and  from  interfereiice  with  its  blood-supply,  becpjiies  dry, 
is  thickened,  and  more  or  less  resembles  ordinary  epideinnjs. 
Thernr^3klbLSomJikei:a^^  t^he 
cervix  (f.  Fig.  90),  a  condition,  which,  if  the  procidentia  has  been 
pT^t  for  some  time,  extends  more  or  less  over  the  entire  in- 
verted vagina,  bladrler  is  brought  down  in  company  withjhe 
anterior  vaginal  wall,  causing  the  condition  known  as  cjsisefi^. 
The  rectum  may  also,  but  to  a  much  less  extent,  be  dragged 
down  with  the  posterior  vaginal  wall,  causing  the  condition 

known  as  rectocele. 

Saf^tas.  —  The  symptoms  of  prolapse  of  the  uterus  are  ii^^t 
verV^^eU^iarked,  they  are  more  definite  in  the  case  of  proci- 
dentia. Either  condition  causes,  according  to  its  degree,  a  sjnse 
of  weight  and  dragging. iiL-_%_JD.el2ia,  paiiL-Xiimdjig-upwards 
tQwavas  t],R'  kidiR'vs,  frequent  and  difficult  micturition  or  perhaps 
even  retention  of  urine,  constipation,  and  .ri^vinns  rfiflex  trouj^les 
—vomiting,  epigastric  pain,  and  dyspepsia.  There  are  also  the 
symfttom^^^rised  by  the  endometritis,  which  very  frequently 

accompanies  descent. 

Treatment.— Tlxe  treatment  of  descent  falls  under  two  heads  :— 

(a)  Palliative  treatment. 

(b)  Eadical  treatment. 

(a)  Palliative  Treatment.— Palliative  treatment  consists  in 
replacing  the  prolapsed  uterus,  and  maintaining  it  in  its 
position  by  means  of  a  suitable  pessary.  The  repositioi^.c^^e 
uterus  is  generally  easily  accomplished  if  the  vaginal  walls  are 
not  excessively  oedematous,  as  sometimes  happens.  With  the 
patient  in  the,  dorsal  position,  the  parts  having  been  well  washed, 
the  mass  protruding  outside  the  vulva  is  taken  in  the  hand  and 
pushed  gently  upwards.  Care  must  be  taken  to  press  in  such  a 
manner  that  the  vulvar  end  of  the  vaginal  canal  is  pushed  back 
first.  As  soon  as  thp.  p.utire  mass  is  reduced,  a  bimanual  exami- 
nation must"be  made  to  determine  if  there  is  aiiy  retro-de^dation 
of  the  uterus.  If  there  is  it  Trmst  be  rectified.  The  means,  by 
which  tlip  ntftriis  is^kRnt  in  nosition.  depend  upon  whether  the 
vaginaL^llsarid  n'e'ryix  are  tree°Ti'om  ulceration  and  oedema  or 
notT"^  Ifjhey  are^re^hy,  a  smtajale^pgggaxy  niay  be  inserted  at 
once,  but  if  thejy_are  unhealthyTth^mu^^  restored  to  a  normal 
coudition  before  doing  so.  The  first  step  is  to  c]en,iisp,thfi.,iilc.er 
thoroughly,  and  to _cauterise  it  by  the_momentary  applicatioii  of 
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str on g_c a^o  1  i c  acifl  on  a  piece  of  cotton  wool.  Subsequently, 
daily  yagjuml  duiu  lies  should  be  administei-ed,  follgwedLby  the 
application  of  f\.  ""^  cotton  wool  soaked  in  a  ten 

per  cent,  solution  of  ichthYol  in  glycerine,  or  a  mixture  of  Tr. 
Benzoin  Co.  and  glycerine  of  a  strength  of  a  drachm  to  the  ounce. 
If  the  patient  has  to  attend  to  herself,  the  tampon  is  tied  round 
with  a  piece  of  tape,  which  hangs  outside  the  vulva,  and  by 
pulling  on  which  the  plug  can  be  easily  removed.  As  soon  as 
all  ulceration  of  the  vaginal  mucous  membrane  is  cured  a 
pessary  may  be  inserted. 

There  are  a  few  general  rules  which  apply  to  the  mode  of 


Pig.  25. — Pessaries.  A.  Hollow  vulcanite  ring.  b.  Solid  ring  of  Vulcanite  or 
celluloid,  representing  the  fii-st  stage  in  the  manufactvu-e  of  a  Hodge 
pessary,    c.  Thomas'  modification  of  a  Hodge  pessary. 

using  any  form  of  pessary,  not  alone  in  cases  of  prolapse,  but 
in  any  displacement  in  which  the  use  of  a  pessary  is  neces- 
sary : — 

(1)  The  pessary  must  not  be  inserted  if  the  mucous  membrane 
of  the  vagina  is  unhealthy. 

(2^t  must  be  possible  to  pass  the  tip  of  the  finger  round  the 
pessary  when  in  situ,  between  it  and  the  vaginal  Avail. 

{3)  Ordinary  straining  on  the  part  of  the  patient  must  not 
displace  the  pessarj^  downwards. 

(4)  ,  The  pessary  must  not  cause  any  pain. 

(5)  The  pessary  must  correct  the  displacement  for  which  it  is 
inserted,  otherwise  it  is  of  no  use ;  and  it  must  be  the  smallest 
pessary  which  will  do  this. 
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(6^  The  pesScary  must  not  be  allowed  to  remain  !n  situ  for  more 
than  three  months  at  a  time.  , 

There  are  four  forms  of  pessary  which  can  be  used  m  these 

cases : — 

(1)  A  solid  vulcanite  ring  {v.  Fig.  25,  b). 

(2)  A  flexible  rubber  ring,  either  solid— Meyer's  ring,  or 

containing  a  watch-spring  inside  {v.  Fig.  26). 


Fig.  26. — Meyer's  solid  rubber  ring. 

(3)  A  hollow  vulcanite  ring  (r.  Fig.  25,  a). 

(4)  A  Hodge,  or  Smith-Hodge,  pessary,  as  used  for  retro- 

deviations {v.  Fig.  27). 
The  solid  vulcanite  ring  is  the  initial  stage  in  the  manufacture  of 
the  Smith-Hodge  pessary.    It  is  made  in  sizes  varying  from  one 
and  a  half  inches  to  four  inches  in  diameter.   It  is  easily  inserted, 
as  all  that  has  to  be  done  is  to  pass  it  into  the  vagina  after  the 


Pig.  27.— Smith-Hodge  vulcanite  or  celluloid  pessary. 

uterus  has  been  placed  in  its  normal  position.  It  is  specially  useful 
when  the  uterus  is  atrophied,  as  in  such  cases  it  is  not  of  much 
importance  whether  the  latter  is  kept  in  a  position  of  anteversion, 
as  well  as  being  kept  at  its  proper  level,  or  not. 

The  flexible  rubber  or  watch-spring  pessary  is  of  use  in  cases 
where  the  vagina  is  very  capacious  but  the  vulvar  orifice  not  very 
much  enlarged,  as  in  such  it  can  be  more  easily  introduced  than 
can  a  rigid  pessary.    If  the  uterus  is  brought  into  a  position  of 
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anteversion  befoi-e  inserting  tlic  pessavy,  as  should  always  he 
done,  a  rubber  ring  will  frequently  keep  it  so.  The  disadvantage 
of  this  pessary  is  that  it  is  difficult  to  keep  clean  and  that  the 
rubber  tends  to  become  disorganised. 

The  rigid  hollow  yul canity,., ring  is  most  useful  in  cases  in 
which  a  solid  vulcanite  ring  cannot  be  retained.  It  is  a  most 
comfortable  form  of  pessary,  as  its  large  surface  does  not  tend  to 
press  to  an  appreciable  extent  on  any  part  in  particular  of  the 
vaginal  wall.  liit-ifi-uaed,  the  patient  must  be  warned  that  it 
requires  to  be  taken  out  tolerably  frequently,  especially  in  old 
people.  It  is  frequently  inserted  at  an  age  at  which  the  genitals 
are  commencing  to  shrink,  and,  if  left  in  too  long,  it  may_beconie 
incarcerated  owing  to  the  contraction  of  the  vulvar  orifice,  with 
the  result  that  it  is  impossible  to  remove  it  without  breaking- 
it  up.  It  also  teiid.aJifl_§et  UTJ^Yaginitis  by  preventing  the  escape 
of  discharge. 

A  Hodge  pessary,  or  that  modification  of  it  known  as  a  Smith- 
Hodge,  is  best_smted_for_tl^^  for 
the  success  of  the  treatment  that  thgjiterus  shguld  b.e-^piu.n  a 
position  of  anteversion,  and  in  which  the  perinaeum  and  the 
levator  ani  muscle  are  sufficiently  intact  to  maintain  the  pessary 
in  situ.  The  manner  of  inserting  it  will  be  described  when  dis- 
cussing its  use  in  backward  displacements.  Occasionally,  it  will 
not  remain  in  position  when  inserted  in  the  ordinary  manner,  but 
will  do  so  if  inserted  so  that  the  broad  end  lies  lowest. 

As  well  as  inserting  a  properly  fitting  pessary,  the  patient 
must  be  told  to  avoid  as  far  as  possible  al]._fQrms  of.  violent 
straining.  With  this  object,  the  bowels  must  be  kept  regular, 
any  bronchial  or  laryngeal  condition  which  causes  coughing  must, 
if  possible,  be  cured,  and  occupations  which  tend  to  cause 
sudden  or  prolonged  increase  of  the  intra-abdominal  pressure 
must  be  avoided. 

(b)  Radical  Treatment. — With  the  modern  advance  of  gynasco- 
logical  surgery,  the  radical  treatment  of  descent  of  the  uterus  is 
becoming  every  day  a  more  generally  accepted  procedure,  and  it 
is  becoming  more  Avidely  recognised  that  palliative  treatment  by 
means  of  pessaries  is  unsound  in  principle  and  practice,  and 
should  be  confined  to  cases  in  which  circumstances  prevent  the 
adoption  of  operative  measures.  Palliative  measures  rarely  or 
never  effect  a  cure,  but  rather  tend,  each  year  they  are  con- 
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tinned,  to  leave  the  patient  in  a  worse  condition     The  large 
pessaries,  which  must  be  inserted  where  there  is  much  relaxation 
of  the  vulvar  orifice,  increase  the  distension  of  the  vagma,  andto 
make  up  for  this  a  still  larger  pessary  has  to  be  mtroduced  from 
time  to  time.    Tlie_presence_^  such  pessariesjnaiiitains  a  cpn- 
o-estion  olthe_pai-ts,  and^preventslheiirmlution^ 
The  longer  palliative  measures  are  continued,  the  more  difficult 
it  is  to  subsequently  adopt  radical  measures  successfully.  If 
perineal  lacerations  were  sutured  at  the  time  of  their  occurrence, 
or  if  chronic  lacerations  were  sutured  before  descent  of  the 
vagina  took  place,  prolapse  of  the  vagina  would  be  a  thing  of  the 
past.    Eadical  measures,  if  properly  carried  out,  in  cases  m 
which  all  the  normal  elasticity  of  the  ligaments  has  not  been 
destroyed,  are  as  a  rule  successful,  and  keep  the  uterus  m  a 
proper  position  without  the  use  of  pessaries.    Even  when  the 
alteration  in  the  tissues  is  so  great  as  to  prevent  a  complete  cure 
from  being  obtained,  they  are  still  of  value,  as  by  restoring  the 
perineal  body  and  by  reducing  the  size  of  the  uterus,  they  enable 
the  latter  to  be  kept  in  position  by  a  small  pessary.     In  the 
present  state  of  surgery,  it  is  as  foohsh  to  allow  a  patient  to  con- 
tinue with  a.  large  prolapse  of  the  uterus  as  with  a- large  hernia. 
The  actual  danger  to  life  may  not  be  so  great  in  the  former,  as 
in  the  latter  condition,  but  the  associated  discomfort  and  ill- 
health  are  perhaps  greater. 

The  radical  treatment  of  descent  of  the  uterus  is  directed 
to  the  removal'o?^rrof  those  pathological  conditions  which 
have  given  rise  to  the  descent.  Accordingly,  all  measures  of 
operative  interference  will  fall  under  one  or  other  of  the  follow- 
ing heads : — 

(1)  Measures  directed  towards  the  strengthening  of  the 

pelvic  floor. 

(2)  Measures  directed  towards  the  reduction  of  excessive 

intra-abdominal  pressure,  or  of  increased  size  and 
weight  of  the  uterus. 

(3)  Measures  directed  towards  the  fixing  of  the  uterus  in  a 
*^      normal  position. 

(41  The  removal  of  the  uterus. 
(1)  T5perations  directed  towards  the  strengthening  of  the 
pelvic  floor  should,  theoretically,  be  directed  towards  the  repair 
of  the  levator  ani  muscle ;  practically,  we  are  rarely  able  to  take 
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any  very  effective  steps  in  this  direction,  and  are  obliged  to 
limit  our  interference  to  the  removal  of  the  excessive  vaginal 
mucous  membrane  and  the  restoration  of  the  jDerin^al  body. 
This  procedure  gives  in  most  cases  very  satisfactory  results,  if  it 
is  combined  with  the  necessary  measures  for  keeping  the  uterus 
in  its  proper  position.  If,  however,  the  patient  should  again 
become  pregnant  and  give  birth  to  a  full-time  child,  the  con- 
sequent over-distension  of  the  mucous  membrane  may  cause  a 
return  of  the  condition  of  vaginal  prolapse. 

According  to  the  state  of  affairs,  the  operations  necessary 
will  be  : — 

Anterior  colporrhaphy  {v.  page  305). 
Posterior  colporrhaphy  {v.  page  283). 
PerinEeorrhaphy  {v.  page  283). 
The  two  last  operations  may  be  replaced  by  one  kno-'ATi  as 
colpo-perinEeorrhaphy,  as  if  posterior  colporrhaphy  is  performed  r 
it  should  in  almost  all  cases  be  supplemented  by  perinseorrhaphy. 
In  this  case  the  best  combined  operation  is  either  Hegar's  or 
Martinis.     If  a  peringeorrhaphy  alone  is  performed,  Lawson 
Tait's  is  the  best  operation  when  there  is  any  actual  loss  of 
tissue,  but,  when  there  is  an  excess  of  tissue,  Hegar's  operation 
is  perhaps  preferable. 

(2)  Measures  directed  towards  the  reduction  of  excessive 
intra-abdoinipbXpressure,  include  the  removal  where  possible  of 
tumours  which  may  be  pressing  downwards  into  the  pelvis,  and 
the  treatment ^f  the  various  forms  of  ascites^ 

Measures  directed  towards  the  reduction  of  excessive  size  or 
weight  of  the  uterus,  include  the  rj.mgyal.of..uterine  mypmata  or  of 
a  hypertrophied  cervix,  and  the  cure  of  any  other  cause  of 
uterine  enlargement — as  metritis  and  endometritis.  Amputation 
of  the  cervix  is  beneficial  not  only  in  cases  where  the  cervix  is 
very  much  hypertrophied,  but  also  as  a  means  of  bringing  about 
involution  in  a  large  uterus.  The  most  simple  and  easily  per- 
formed operation  is  that  described  by  Simon  Marckwald 
{v.  page  313).  QvuLetting  is  another  and  most  valuable  means  of 
bringing  about  involution,  and  should  be  theinvariable  prelude 
to  any  operation  for  the  cure  of  uterine  prolapse. 

(3)  Measui^es  directe^Jipw^^  ^ 
normal  position  include  : — 

(a)_  Vaginal  hysteropexy  {v.  page  376). 
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t Ventral  hysteropexy  {v.  page  373). 
Shortening  of  the  round  ligaments  {v.  page  392). 
jinal  hysteropexy,  or  anterior  vaginal  fixation,  is  the 
term'  applied  to  that  operation  by  which  the  body  of  the  uterus 
is  brought  down  between  the  cervix  and  the  bladder  and  sutured 
to  the  anterior  vaginal  wall.  It  is  most  easily  accomplished  by 
the  operation  introduced  by  Mackenrodt— an  operation  which 
can,  in  many  cases,  be  beneficially  and  easily  combined  with 
anterior  colporrhaphy. 

(&)  VentraUiystergpexy,  is  the  term  applied  to  the  proceed- 
ing by  which  the  uterus  is  fixed,  in  a  position  of  anteversion,  to 
the  anterior  abdominal  wall  in  the  middle  line.  It  is  most 
suitable  for  those  cases  in_jwhich  the_  desce^^  of  the  uterus  is 
brought  about  by  j,n  undue  laxity  of  its  ligaments,  rather  than 
by  a  diminution  in  the  resistance  of  the  pelvic  floor.  It  will 
give  good  results  in  these  latter  cases  also,  but  is  a  more  serious 
operation  than  vaginal  fixation. 

(c)  Shortening  of  the  round  ligaments  does  not  offer  any  par- 
ticular advantages  in  descent  of  the  uterus.  It  undoubtedly 
will  keep  the  latter  in  a  position  of  anteversion,  but  without  sus- 
pending it  in  the  same  manner  that  abdominal  hysteropexy  does ; 
whilst  if  a  colporrhaphy  has  to  be  done,  vaginal  fixation  is  more  ■ 
easily  carried  out. 

(4)  Rgmoyal  of  ,tlT,e  ^te^us  is  recommended  under  certain  cir- 
cumstances. Vaginal  hysterectomy  is  the  method  chosen,  and 
the  operation  is  easy  owing  to  the  low  situation  of  the  uterus. 
It  is  usually  necessary  to  combine  with  it  a  plastic  operatiQn_an 
the  perinseum  and  vaginal  walls,  as  otherwise  the  vaginal  pro- 
lapse would  persist.  This  line  of  treatment  is  but  rarely  neces- 
sary, but  is  sometimes  a  suitalDle^pjtwedM^ 

^^^ssedjhejnen^gause^^^  cases  in  whicli  the  uterus  is 

6nlHS§'^3^.^^XJ5JSiSSi^,°/  chronic^  metritis. 

Although  in  discussing  the  operative  treatment  of  prolapse 
the  different  proceedings  have  been  considered  under  four  heads, 
it  must  not  be  thought  that  in  treating  any  case  we  adopt  one  of 
these  particular  lines  of  treatment  to  the  exclusion  of  the  others. 
If  the  case  is  one  of  procidentia,  in  which  the  uterus  is  of  suffi- 
cient size  to  render  it  necessary  that  it  should  lie  in  its  normal 
position,  the  procedure  which  the  author  prefers  is  that  recom- 
mended by  Martin  (of  Berlin),  viz. : — 
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(1)  Curetting. 

(2)  Anterior  colporrliapliy,  and  vaginal  fixation  of  the 

uterus. 

(3)  Amputation  of  the  cervix. 

(4)  Colpo-perinseorrhaphy. 

In  every  case  the  general  rule  must  be  followed  of  first  ascei'- 
taining  the  specific  causes  of  the  prolapse,  and  then  adopting 
those  measures  which  oifer  the  best  prospect  of  removing  them. 

Quite  recently,  Stephen  Paget  suggested  a  new  method  of 
dealing  with  cases  of  prolapse  in  old  women  in  whom  a  pessary 
does  not  keep  the  uterus  in  a  proper  position,  and  who  are  too 
feeble  to  stand  a  prolonged  plastic  operation  of  the  nature  of 
those  which  have  been  just  described.  This  method  consists  in 
the  submucous  injection  of  paraffin,  in  a  manner  similar  to  that 
adopted  with  the  object  of  improving  nasal  deformity.  From  one 
to  two  ounces  of  a  paraffin  with  a  melting  point  of  108°  F.,  are 
injected  beneath  the  mucous  membrane  of  the  posterior  and 
lateral  vaginal  walls  and  the  posterior  part  of  the  vaginal 
portion  of  the  cervix.  Doubtless,  it  would  be  well  to  also 
inject  some  beneath  the  anterior  vaginal  wall  in  cases  of 
cystocele,  if  it  was  possible  to  do  so  safely,  but  Paget  does  not 
consider  it  advisable  to  bring  the  paraffin  into  the  neighbour- 
hood of  the  bladder  or  urethra.  We  have  had  no  experience 
of  such  a  method  of  treating  prolapse,  and  hence  cannot 
express  an  opinion  either  for  or  against  it,  but  it  appears  to  us 
that  such  a  procedure  should  be  feasible.  In  Paget's  hands, 
it  has  afforded  good  results. 

Backward  Displacements. 

Backward  displacements  of  the  uterus  include  retroversion, 
retroflexion,  and  retroposition,  or  any  combination  of  these.  As 
has  been  mentioned,  slight  degrees  of  these  displacements  may 
occur  physiologically  as  the  bladder  is  distending,  but  in  order 
to  constitute  a  pathological  condition  they  must  have  a  tendency 
to  become  pei-manent. 

Rejroyersioi^s  and  FleSOJ^s. — Retroversion  and  retroflexion 
are  generally  associated  for  the  same  reason  that  anteversion 
and  anteflexion  are  associated  when  the  uterus  is  normal  in  posi- 
tion.   That  is  to  say,  if  the  uterus  is  either  anteverted  or  retro- 
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verted  the  weight  of  the  uterine  body  causes  the  body  to  flex 
until  the  fundus  rests  on  the  surface  immediately  below  it  {v. 
Fio-^  20  21,  and  28).    Thus,  when  the  uterus  is  turned  back- 
waTds— retroverted-the  fundus  falls  to  the  bottom  of  Douglas 
pouch,  and  so  a  retroflexion  is  produced  in  addition. 

Inj:are_ca^es,Jieu.ter.^^^  ^^B'-  2^)- 

This  is  only  possiblTunder  the  following  conditions  :— 

(1)  If  the  fundus  is  lield  by  adhesions  in  such  a  manner  as  to 
prevent  it  from  falling  to  the  bottom  of  Douglas'  pouch. 


Fig,  28. — Diagram  representing  a  combined  retroversion  and  retroflexion — 

retroversio-flexio. 

(2)  If  the  uterine  tissue  has  become  so  rigid  froinjiafiase  that 
thellthmus  has  lost  its  normal  flexibility  {v.  page  64). 

(3)  If  DoxLgdas'.a)Qiich.is.-occupied  Jay  a,  tu.mour  or  other  mass 
whiSi  prevents  the  retroflexion  of  the  fundus. 

(4^  If  the  uterus  is  retroposed  to  such  a  degree  that  the  body 
is  supported  by  the  sacrum. 

It  may  be  taken  as  a  general  rule  that,  though  a  combined 
retroversion  and  flexion  [retroversio-flexio)  is  apparently  a 
greater  degree  of  displacement  than  a  retroversion  alone,  the 
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latter  is  a  proof  of  the  presence  of  a  more  marked  degree  of 
uterine  or  pelvic  trouble  tlian  is  tlie  former. 

.Mtiolggii^. — The  factors  which  keep  the  uterus  in  its  normal 
position  ot  complete  anteversion  and  slight  anteflexion  are  : — 

(1)  The  utero-sacral  ligaments,  which  draw  the  cervix  back- 
wards, and  so  keep  the  centre  of  gravity  of  the  fundus  in  front 
of  the  cervix. 

(2)  The  round  ligaments,  which  tend  to  pull  the  fundus 
forwards. 

(3)  The  intra-abdominal  pressure,  which  keeps  the  fundus  in 


Fig.  29. — Diagram  representing  a  retroverted  uterus. 


apposition  Avith  the  bladder  so  long  as  the  utero-sacral  ligaments 
are  doing  their  work. 

The  conimanest  cause,  speaking  in  general  terms,  of  retroversiu-^ 
■flexio  is  relaxation  of  the  lig^smaenjs_j;Mociated  with  ijicrease  in 
/ ,  size  of  the  uterine7body!  As  a  result  of  the  increased  size,  the 
fundus  tends  to  fall  backwards  when  the  bladder  becomes  dis- 
tended, and  as  a  result  of  the  laxity  of  the  ligaments,  there  is 
no  opposing  force  to  prevent  it  from  doing  so.  Consequently, 
the  body  falls  away  from  the  bladder,  and  then  the  intra- 
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abdominal  pressure  acts  upon  the  anterior  instead  of  the 
posterior  uterine  wall,  and  so  tends  to  drive  the  fundus  to  the 
bottom  of  Douglas'  pouch.  Rarer  causes  are  to  be  found  in  the 
adhesions  and  bands  which  IfTT^^^lili-OL^eritonitis  and 
parametritis,  in  the  traction  caused  by  enlargements  of  the 
adnexa,  and  in  the  pi:essiire  exerted"  by  neighbomin,^;_tTmQ3ir8. 

TliR  specific  causes  of  backward  displacement  of  the  uterus 
are  the  following : — 

"    (1)  Chronic  metritis. 

(2)  Subinvolution. 

(3)  Small  tumours  of  the  uterus. 

(4)  Congenital  laxity  of  the  ligaments. 

(5)  Congenital  mal-development  of  the  uterus. 

(6)  Pelvic  peritonitis. 

(7)  Cicatricial  bands  drawing  the  cervix  forwards,  the 

result  of  anterior  parametritis. 

(8)  Enlargements  of  the  tubes  or  ovaries. 

(9)  Habitual  over-distension  of  the  bladder  and  rectum. 
Sj/nvptoms—The  symptoms  caused  by  backward  displacements 

of  the  uterus  are  in  the  main  due  to  the  endometritij.  by  which 
the  condition  is  almost  invariably  accompanied  ;  to  pressure 
exerted  by  the  retro-deviated  uterus  u]-inn  f^^p^  Wt^^^'^  nenves  and 
the  rectum;  and,  more  rarely,  i-n  ^T"'|;t|iy,^  npmi,  or  pressure 
against,  the  base  of  the  bladder ._and  to  an  accompanying  pro- 
lapse of  the  ovaries"  Asa  result,  the  patient  suffers  to  a  very 
variable  extent  from  menorrha^ia  and  perhaps  m.etrorrihagia, 
leucprrhoeal  discharges.,  dysmenorrhpea,  pain  in  the  lumbar  or 
ovarian  region,  perhaps  constipation  and  rectal  teii£.sniuj,  and, 
still  more  rarely,  dvsuria.  If  the  ovaries  are  prolapsed  below 
the  uterus,  dvspareunia  may  also  result.  Sterility,  or,  if  the 
patient  becomes  pregnant,  abortion,  is  a  common  occm^rence. 

Diagnosis. — The  diagnosis  of  a  retro-deviation  of  the  uterus 
is  made  by  means  of  a  bimanual_£gamjmtion,  carried  out  in  the 
ordinary  manner.  If,  owing  to  the  excessive  stoutness  of  the 
patient,  the  rigidity  of  the  abdominal  walls,  or  the  presence  of 
tumours,  it  is  impossible  to  determine  the  position  of  the  uterus 
in  this  manner,  it  will  be  necessary  to  resort  to  the  utgrii^ie 
aoi^m^.  Too  much  prominence  has  been  given  to  the  use  of  this 
instrument,  both  as  a  means  of  diagnosing  and  as  a  means  of 
correcting  displacements  of  the  uterus.    The  sound  should  only 
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be  used  foi-  eitliei'  of  these  purposes  when  the  bimanual  methods 
of  examination  and  of  reposition  have  failed;  and  it  must  not 
be  used  even  then  unless  due  precautions  have  been  taken  to 
ensure  that  it  shall  not  be  a  means  of  introducing  septic  matter 
into  the  uterus.  In  order  to  determine  the  joosition  of  the 
uterus  by  this  means,  the  sound  is  passed  gently  into  the  cavity, 
allowing  it  to  take  its  own  course.  The  direction  in  which  the 
point  of  the  sound  travels  is  noted,  and  also  the  direction  in 
which  the  concavity  of  the  sound  looks  when  the  latter  is  in  the 
uterus.  In  this  way  we  can  determine,  first,  whether  the 
fundus  is  in  front  of  or  behind  the  cervix,  and,  secondly,  the 
direction  of  flexion  of  the  uterine  body. 

Treatment. — The  treatment  of  retroversio-flexio,  as  of  descent, 
falls  under  two  heads  — ■ 

(a)  Palliative  treatment. 

(b)  Radical  treatment. 

As  a  general  rule,  it  is  advisable  to  adopt  one  of  these  two 
lines  of  treatment  in  all  cases  in  which  a  retro-deviation  of  the 
uterus  is  met  with.  Even  if  the  displacement  is  not  at  the 
moment  giving  rise  to  any  symptoms,  it  will  most  probably  do 
so  in  the  future,  and  the  longer  it  is  allowed  to  persist  the  more 
difficult  will  become  the  necessary  remedial  treatment.  Perhaps 
the  only  instance  in  which  this  rule  does  not  hold  good,  is  when 
a  backward  displacement  is  met  with  in  association  Avith  a  senile 
atrophic  uterus  after  the  menopause.  In  carrying  out  either 
palliative  or  radical  treatment  there  are  two  objects  to  be  aimed 
at : — the  ma^^ntenance  of  the  uterus  in  a  jmiaial - p o sitioiTi ,  and 
the  cure  of  the  accompanying  endometriji 

(a)  Palliative  Treatment. — The  palliative  treatment  of  retro- 
deviations consists  in  replacing  the  uterus,  in  keeping  it  in 
position  by  means  of  a  suitable  pessary,  and  at  the  same  time  in 
treating  the  accompanying  endometritis  by  local  applications  to 
the  endometrium  (r.  page  117).  It  is  the  mode  of  treatment 
most  usually  adopted  in  these  cases,  and  although  it  does  not 
effect  a  permanent  cure  in  all  of  them,  in  some  it  does  do  so, 
and  hence  should  be  given  a  trial  whenever  possible.  It  is  most 
likely  to  yield  good  results  in  cases  in  which  the  displacement  is 
due  to  subinvolution  or  endometritis,  and  where  by  curing  these 
conditions  we  bring  about  a  diminution  in  the  size  of  the  uterus. 
f        The  reposition  _a.f-the  uterus  is  a  proceeding  which  in  the 
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lar^e  majority  of  cases  is  quite  simple,  but  which  may  be 
attended  with  any  degree  of  difficulty  up  to  absolute  im- 
possibility. Difficulties  are  caused  by  rigidity  or  excessive  fat-- 
ness  of  the  abdominal  wall,  by  the  presence  of  adhesions,  by  the 
impaction  of  the  uterus  in  the  pelvic  cavity,  and  by  the  pain  to 
which  attempts  at  reposition  sometimes  gives  rise. 

Eeposition  should  whenever  possible  be  carried  out  bimanu- 
allv.  and  the  use  of  the  sound  should  be  avoided  unless  an 
accurate  diagnosis  of  the  state  of  affairs  present  has  been  made. 
If  there  are  adhesions  holding  down  the  uterus,  or  if  for  any 


Fig.  30. — Diagram  representing  tlie  fii-st  stage  in  the  manual  reposition 
of  a  retroversio-flexio  uteri. 


reason  the  uterus  does  not  respond  readily  to  the  pressure  of  the 
sound,  the  latter  may  easily  perforate  its  walls.  In  many  cases, 
we  can  replace  a  uterus  bimanually  which  we  could  not  replace 
with  the  sound,  and  perhaps  the  only  instance  in  which  we  can 
succeed  with  the  sound  where  the  hands  have  failed,  is  when  the 
abdominal  wall  is  vei*y  rigid  or  very  fat. 

The  steps  in  the  reposition  of  a  uterus  which  is  not  bound 
down  by  adhesions,  will  be  most  easily  understood  by  reference 
to  the  accompanying  diagrams.  With  the  patient  in  the  dorsal 
position,  the  first  step  consists  in  introducing  one  finger  of  the 
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viglit  or  left  hand,  as  the  operator  chooses,  into  the  vagina, 
the  other  haaad  lying  on  the  abdominal  wall,  as  if  a  bimanual 
examination  was  being  made  {v.  Fig.  2).  The  fundus  of  the 
uterus  is  felt  with  the  vaginal  finger  passed  into  the  posterior 
fornix,  and  pressure  is  made  upon  it  in  such  a  direction  as  to 
cause  it  to  rise  upwards  towards  the  pelvic  brim  {v.  Fig.  30). 
This  pressure  is  continued  until  the  fundus  is  pushed  up  as  far 
as  the  length  of  the  finger  will  allow  [v.  Fig.  31).  Then  the 
finger  is  moved  from  the  posterior  fornix  to  the  anterior,  and 


Pig.  31. — Second  stage  in  the  reposition  of  a  retroversio-flexio  uteri. 


backward  pressure  is  made  upon  the  cervix.  This  pushes  the 
cervix  backwards  beneath  the  fundus,  aud  so  enables  us  to 
push  the  latter  higher  out  of  the  pelvis,  by  adding  to  the 
length  of  the  vaginal  finger  the  thickness  of  the  cervix 
{v.  Fig.  32).  By  this  time,  the  fundus  has  been  brought 
within  reach  of  the  external  hand— which  up  to  this  has  been 
doing  nothing,  and,  by  depressing  the  abdominal  wall  below 
the  umbilicus,  we  are  enabled  to  get  the  fingers  behind  the 
fundus  and  to  draw  it  forwards,  while  with  the  vaginal  finger 
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in  the  anterior  fornix  we  continne  to  press  the  cervix  back- 
wards Finally,  we  are  able  to  palpate  the  body  of  the  uterns 
throuo-h  the  anterior  fornix  and  recognise  the  fact  that  it  is 
lyino-1n  front  {v.  Fig.  33).  If  one  finger  is  not  long  enough  to 
replace  the  uterns,  insert  both  index  and  middle  fingers  as 
shown  in  the  diagram,  a  proceeding  which  adds  on  about  halt 
an  inch  to  the  possible  upward  reach  of  the  fingers. 

If _jh^fu^dusJs_bou^^  of 


■y. 


Pig.  32.— Third  stage  in  the  reposition  of  a  retroversio-flexio  uteri. 

retroversion,  it  will  not  be  possible  to  correct  the  displacement 
without  first, seiparating  such  adhesions.  This  is  best  accom- 
plished by  Sghul^£sjn£thgd  (i'.  page  336),  to  perform  which 
the  patient  requires  to  be  under  an  an£esthetic.  The  treatment 
of  those  cases  in  which  Schultze's  method  of  breaking  down 
adhesions  fails,  or  is  contra-indicated,  will  be  discussed  in  the 
chapter  on  pelvic  peritonitis  {v.  page  197).  In  some  cases,  in 
which  the  uterus  cannot  be  replaced  by  the  fingers  in  the 
vagina,  reposition  can  be  accomplished  by  passing  the  middle 
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finger  into  the  rectum  and  the  index  finger  into  the  vagina,  and 
pushing  up  the  fundus  with  the  rectal  finger. 

As  soon  as  the  uterus  has  been  replaced,  the  next  question 
■I.  is — What  are  the  best  means  of  keeping  it  in,  jts  projer 
ppsitloji  ?  In  the  majority  of  cases  a  pessary^of  some  kind — 
probably  Smith-Hodge — will  be  found  most  suitable.  If,  how- 
ever, there  is  any  pelvic  tenderness,  or  if  the  uterus  is  very  soft 
and  congested,  there  may  be  some  difficulty  in  finding  a  pessary 


Pig.  33. — Pinal  stage  in  tlie  reposition  of  a  retroversio-flexio  uteri. 


which  will  not  cause  pain.  In  such  cases,  it  is  best  to  attempt 
to  keep  the  uterus  in  its  position  by  means  of  taropons  in  the 
vagina,  composed  of  cotlon  wool  soaked  in  glycerine,  or  pre- 
ferably iph th yjQl_gly.c.eriiie ,  as  the  latter  has  a  superior  effect  in 
relieving  the  congestion.  These  plugs  should  be_changed.,  if 
possible,  every  day,  if  not,  certainly  every  second  day,  and 
their  use  is  continued  until  congestion  and  tenderness  haye_dis- 
appeared.    A  pessarv  may  then  be  inserted. 
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The  same  rules  apply  to  tlie  insertion  of  a  pessary  m  cases  of 
retro-deviations  of  the  uterus  as  in  cases  of  prolapse  {v.  page 
72)  The  form  of  instrument  which  is  usually  found  to 
be  most  suitable  is  a  Hodge,  or  that  modification  of  it  known 
as  Smith-Hodge.  This  pessary  is  usually  made  m  vulcanite, 
but  the  celluloid  form  is  preferable,  as  its  shape  can  be 
more  easily  changed  in  order  to  adapt  it  to  any  particular 
case.  Either  of  these  forms  of  pessary  keeps  the  uterus  m  a 
position  of  anteversion  by  pushing  up  the  posterior  vaginal 
fornix,  and  so  tightening  the  posterior  ligaments  and  drawing 
the  cervix  further  backwards.     The  uterus   must  be  in  its 


Fig.  34. — Diagram  representing  a  Smith-Hodge  pessary  in  situ. 


n^nnal_^osii^^ 

is  then  held  in  the  fingers  of  the 


is_Jiiserted. 
right  hand. 


The  latter 
while  the 


fingers  of  the  left  hand  separate  the  labia.  It  is  pushed  gently 
upwards  through  the  vulva,  its  larger  end  first  and  its  trans- 
verse diameters  corresponding  to  the  antero-posterior  diameter 
of  the  vulva.  As  soon  as  the  larger  end  of  the  pessary  has 
passed  into  the  vagina,  the  index  finger  of  the  right  hand  is 
slipped  up  behind  the  pessary  and  by  pressure  on  its  upper  end 
guides  it  over  the  cervix.  At  the  same  time,  the  whole  pessary 
is  gently  rotated  until  it  comes  to  lie  with  its  transverse  dia- 
meters corresponding  to  the  transverse  diameters  of  the  vagina, 
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SO  that  it  now  lies  with  its  larger  end  in  the  posterior  fornix, 
*.  e.  above  and  behind  the  cervix,  and  with  its  greater  con- 
cavity forwards  {v.  Fig.  34).  Care  must  be  taken  that  the 
narrow  end  which  is  lowest  does  not  press  to  an  injurious 
extent  upon  the  urethra. 

A  pessary  must  not  be  left  in  situ  for  a  longer  period  than 
three  months,  without  removing  it  for  cleansing  purposes.  Jf 
the  .,v;aginal  discharge  is  alkaline  or  verv  profuse,  the  patient 
should  use  a  vaginal  douche  daily.  Occasionally,  a  hard  vul- 
canite ring  pessary,  or  that  form  known  as  Thomas'  pessary 
{v.  Fig.  25,  B,  c),  will  be  found  more  suitable  than  the  Smith- 
Hodge  . 

(b)  Radical  Treatment. — The  radical  treatment  of  retro-devia- 
tions includes  those  operations  by__which_  the  uteiMis  is  moored 
ilL  a  position  of  anteversion,  or-  anteyersion^and  anteflexion. 
Such  operations  are  divisible  into  two  groups  : —  ~' 
(1)  Operations  directed  to  the  pemiajaent_&£ati^  the 

b.ody_pf  the  uterus  in  a  forward  position. 
(2^  Operations  directed  to  the  sliortening  of  the  ligainents 
which  aid  in  keeping  the  uterus  in  a  forwardjosition. 
(1)  In  the  first  group  come  the  operations  known  as  vaginal 
fixation  or  hysteropexy,  and  ventral  ^fixation  or  hysteropexy. 
Vaginal  hysteropexy  consists  in    suturing  the  uterus  to  the 
anterior  vaginal  wall  after  first  separating  the  bladder  and 
pushing  it  upwards  out  of  the  way.    It  can  be  jDerformed  by 
several  methods,  of  which  perhaps  the  best  and  most  easily 
carried  out  is  that  described  by  Mackenrodt  (v.  j)age  376).  Yen- 
tral  hysteropexy  consists  in  opening  the  abdomen  in  the  middle 
line  and  suturing  the  uterus  to  the  abdominal  wall  {v.  page  373). 
Tlie  o]jjig.ctilU3S  urged  against  both  these  ojperations  are  that 
^0.)  they  briiig  the  jiterus  f jom_on£_malp qsition  into  anot h er .  i.  e. 
from  a  position  of  retroversio-flexio  into  a  position  of  excessive 
anteflexion  in  the  case  of  vaginal  fixation,  or  into  a  position  of 
ascent  and  anteposition  in  the  case  of  ventral  fixation;  that 
^o^^thev  fix  the  uterus  in  a  jingle  iDOsition,  whereas  the  normal 
-    condition  of  the  uterus  is  one  o'f  great  freedom  of  movement; 
and  that  the  result  oE  this  obstacle  to  free  movement  iiiayJie 
interference  with  the_distension  of  the  bladder  at  all  times,  and 
with  the  proper  development  of  the  uterus  and  the^progrgss  of 
parturition  if  the  patient  should  become  pregnant. 
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(9)  The  only  operations  in  the  second  group,  which  need  be 
coiSfdered,  are  those  directed  towards  the  shortening  of  the 
round  ligaments.  Operations  for  the  shortening  of  the  utero- 
"acral  ligaments  have  also  been  described.  They  are,  however, 
of  greater  difficulty  and  danger  than  is  commensurate  with 

their  benefit.  . 

The  round  lig-aiBents  may  be  shortened  either  extra-  or  mtra- 
periton^'^^ISSS-^extra^^  described  by 

Alexander,  they  areshoitoedck^^ 

e^derndaMon^^       page  392).    The  objections  lu^ged 
against  this  operation  are  that  it  is  sometimes  extremely  difficult 
to  find  the  ligaments,  and  that  there  is  some  i:isk_ofJhe^oacur--^^ 
rence  of  a  subsequentjnguinal  hei^^^ 

~rhfl^:J^S^^M==^^^''  shortening  the 

rqundjigam^s^onj^  surface.of_the_broadiig^ 
either  b^the  abdominal, route  (Wylie,  Dudley)  Qj-  b^  the 
■  vaginaUoute  (Wertheim)  {v.  page  395).  The  objection  to  all 
methods  of  shortening  is  that  the  ligaments  are  very  hkely  to 
again  elongate,  and  so  permit  the  displacement  to  recur.  Its 
advantages  on  the  other  hand  over  all  methods  of  fixation  are  :  — 
that  the  uterus  is  brought  into  a  more  normal  position  ;  that  it 
is  free  to  move  about  to  the  physiological  extent;  and  that,  if 
Alexander's  method  is  adopted,  the  operation  can  be  performed 
without  opening  the  peritoneal  cavity. 

On  th|^  whole,  _shortening  of__the_  round Jig■amentsJs^,Je^ 
ticallx;lperha^ps.  a^e^^  .?it]ier  of  the__f oi:_ins_  of 

fixation  for  a' case  of  retroversio-flexio,  theoretically,  it  is  un- 
doubtedly better.  One_j;ea^&w_}vhxX^8^^ 
]argelxa^ojDtedj_isJhatthe_co^^ 

tion  oJL  the  malposition  q^f  the _u^  foi"_ lOBie 

other  vaginaJ.  operation,  as  curettiiig,  amjDutatioiLolthe^^  o-v, 
colporrhaphy,  etc.    Consequently,  it  is  found  to  be  more  con- 
venient to  also  adopt  a  vaginal  operation  for  the  fixation  of  the 
uterus.    Even  this  reason  is  abolished,  if  Wertheim's  operation 
is  chosen. 

The  necessity  for  any  form  of  radical  treatment  of  back- 
ward displacement  of  the  uterus,  is  a  subject  on  which  there 
is  much  difference  of  opinion.  Many  authorities  think  that  the 
operation  required  is  more  serious  than  the  condition  which  it  is 
called  upon  to  relieve.    As  there  are  undoubtedly  many  patients 
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whom  a  radical  operation  has  been  the  means  of  saving  fi-om  a 
condition  of  chronic  invalidism,  while  at  the  same  time  the 
great  majority  of  those  who  suffer  from  backward  displacement 
do  not  require  any  such  treatment,  it  may  not  be  out  of  place 
to  attempt  to  lay  down  a  few  rules  to  govern  the  adoption  of 
palliative  or  radical  treatment  in  these  cases. 

(1],  Palliative  treatment  is  at  first  indicated  in  all  cases,  as  it 
may  bring  about  the  cure  of  the  condition,  or  the  patient  may 


Pig.  35. — Retroposition  of  the  uterus  due  to  the  presence  of  a  distended 
bladder  and  an  abdominal  tumom-. 

be  able  to  wear  a  pessary  continuously  without  either  discomfort 
or  injury. 

(2^  Radj^aljfc^eataientjs^^  : — 

(o^  Where  a  pessary,  which  will  keep  the  uterus  in  a 
normal  position,  cannot  be  found. 

(b)  Where  the  wearing  of  a  pessary  is  associated  Avith  con- 
^  ■     tinual  discomfort,  or  with  the  occurrence  of  vaginitis. 

(c)  Where  the  patient  lives  under  circumstances  which  pre- 

elude  her  from  obtaining  the  necessary  periodical 
medical  advice. 

Retropositiqn. — Retroposition  of  the  uterus  is  the  result  of 


FORWARD  DISPLACEMENTS 


91 


i,,  v^nrrr^ov  enlargements  situated  inJiaat^sL&S^JiieXJas  and 
whicli  drive  the  latter  backwards  {v.  Fig.  35),  and  of  a^hg^ic^s 
or_cicatricial_c^^  pulling 

2^rea^w^i.— Retroposition  of  the  uterus,  when  due  to  the 
pret^li^nf  tumoui;s^  etc.,  can  only  be  cured  by  the  i:empval  of 
the  latter.  When  due  to  the  presence  of  adhesions  or  to 
shortening  of  the  utero-sacral  ligaments,  it  may  be  relieved  by 


Fig.  36.— Pathological  anteversion  of  the  uterus  due  to  dragging  backwards  of 

the  entire  cervix. 

the  stretching  of  such  adhesions.  This  class  of  case  will  be 
more  suitably  discussed  under  pelvic  peritonitis. 

Forward  Displacements. 

Forward  displacements  of  the  uterus  include  some  degrees  of 
anteflexion  and  anteversion,  and  anteposition.  A  marked 
degree  of  anteversion  of  the  uterus  and  a  slight  degree  of  ante- 
flexion are,  of  course,  the  normal  position. 

Anteversion  and  Flexion. — There  is  considerable  difficulty  in 
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determining  where  to  draw  the  line  between  the  normal  ante- 
version  and  anteflexion  of  the  uterus,  and  what  is  known  as 
pathological  anteversion  and  anteflexion.  Schultze  suggests 
that  "  anteversi£n_and  anteflexioji^  are  pathological  when  they 
fixe  stal]]^,  that  is  when  the  normal  movements  of  the  uterus 
out  of  these  positions  are  impeded."  He  gives  the  following  as 
suitable  definitions  : — 

Pathological  anteversion  is  that  position  of  the  uterus  in  which, 
extended  in  shape^  it  lies  with  the  fundus  forwards,  and  is  more 
than  normally  stable  [v.  Pig.  36). 

Pathological  anteflexion  is  that  position  of  the  uterus  in  which, 


Fig.  37. — Diagram  representing  acute  anteflexion  of  the  uterus.    There  is 
also  some  degree  of  retroposition. 

permanently  flexed  over  its  anterior  surface,  it  lies  with  the 
fundus  forwards  and  is  more  than  normally  stable  (r.  Fig.  37). 

Pathological  anteversion  is  not  a  condition  of  very  much 
importance.  It  may  be  caused  by  the  excessive  uterine  rigidity 
which  results  from  metritis ;  by  shortening  of  the  utero-sacral 
ligaments  dragging  the  entire  cervix  backwards ;  and  by  small 
tumours  situated  at  the  fundus.    Tlie  symptoms  which  are  asso- 
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Ciated  with  it  are  generally  referable  to  the  cause  of  the  con- 
dition more  than  to  the  condition  itself,  e.  to  the  metritis  or 
pelvic  peritonitis  as  the  case  may  be.  Occasionally  a  marked 
deo-ree  of  pathological  anteversion  may  cause  irritability  of  the 
blallder.    The  treatment  is  directed  towards  the  cure  or  relief 

of  the  cause.  p  •  j. 

P.tl.n1nP-ical  anteflexion  is  a  condition  of  more  importance,  it 
is  ;fff,PT.  found  in'^Sion  ^th  retroposition  of  the_uterus 
with  -^---^^^  -^^^^'^^  c^^^^'  and  with  conical  elongation  of 

the  cervix. 

":^^._Pathological  anteflexion  of  the  uterus  may  arise  as 

a  result  of  : —  ,i  p 

(1)  Sliortening_otthe 

tion  of  retro^uterin^j^h^^  which  drag  the  isthmus 
backward^  while~Teavin^  the  fundus  free.  These 
cases  are  associated  with  retroposition  and  retro- 
version of  the  uterus. 

(2)  l^ersistence^olthej^^  These  cases 
^      are  associated  with  conical  elongation  of  the  cervix 

and  stenosis  of  the  cervical  canal,  and  are  probably 
due  to  partial  failure  of  development  of  the  anterior 
uterine  wall. 

(3)  yagiiia02^13.-olJhe_i^^      These  cases  rarely  if 

ever  give  rise  to  any  symptoms. 
>Sf-7p,'p^owg.— The  symptoms  can,  as  a  rule,  be  referred  to  :— 
m  The  acute  bend  which  is  found  at  the  junction  of  the  ^ 

body  and  cervix.  i'.jjJ^^ 
(g,>  The.  sienosis  of  the  ceryical^nal.  '  '^''^ij^il?^ 

(3)  Thej£Com|)a^iying_^^  "%cV  Ifi- k) 

The  most  prominent' of  them  are  dysmenorrhoea.  sterility,  and^ 
menstrual  troubles  of  a  variable  nature.  The  direct  cause  of  the 
first  two  is  still  a  matter  of  some  dispute.  The  pain  comes  on  a 
day  or  so  before  the  menstrual  discharge,  usually  ceases  on  the 
appearance  of  the  latter,  and  is  severe  and  paroxysmal  in 
character.  Its  origin  has  been  attributed  variously  to  the  irri- 
tation and  compression  of  the  uterine  nerves  caused  by  the 
menstrual  congestion  of  the  uterus  (Fritsch),  and  to  the  uterine 
contractions  set  up  by  the  retention  of  menstrual  discharge 
owing  to  the  obstruction  caused  by  the  flexion  and  the  stenosis 
of  the  cervical  canal  (Sims).    In  the  latter  connection,  it  may  be 
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mentioned  that  the  expulsion  of  clots  from  the  uterus  is  found  to 
be  attended  by  the  relief  of  the  pain,  and  any  cessation  in  their 
expulsion  by  the  return  of  the  latter.  The  objections  urged 
against  the  obstructive  theory  of  dysnienorrhcea  in  these  cases 
have  been  already .  referred  to  {v.  page  22),  and  need  not  be 
again  mentioned. 

Sterility  is  caused,  in  all  probability,  by  the  endometritis  which 
is  usually  present.  It  is  also  suggested  that  the  flexion  and  the 
stenosis  may  be  a  bar  to  the  entrance  of  the  spermatozoa,  but, 
when  the  minute  size  of  these  is  taken  into  account,  this  does  not 
appear  very  probable,  save  on  the  supposition  that,  as  suggested 
by  Diihrssen,  the  mucous  membrane  of  the  stenosed  cervix  does 
not  become  everted  during  coitus,  and  that  consequently  the 
spermatozoa  are  left  for  a  longer  period  in  the  vagina  than  is 
normal.  In  some  cases,  sterility  is  due  to  the  non-development 
of  the  uterus  or  ovaries. 

Menstrual  troubles  are  the  result  of  the  accompanying  endo- 
metritis, and  vary  in  different  cases.  Usually,  menstruartion  is 
scanty,  but,  on  the  other  hand,  it  may  be  profuse,  and  there  may 
be  metrorrhagia. 

OnjBx^mination^^^  t .  the  uterus  is  usualjy  found  to  be 

sm^JIjjid_som^lm  with  a  knob-like  prominence  in 

front,  i.  e.  the  body.  The  c^ervij  is  generally  elongated  and 
conical,  and  the  external  os  may  be  so  small  that  it  cannot  be 
felt.*  If  an  attempt  is  made  to  pass  a  sound,  the  latter  is 
arrested  at  the  level  of  the  internal  os.  Sometimes,  it  cannot  be 
made  to  pass  into  the  uterus,  but  generally  it  can  be  inserted 
by  increasing  the  bend. 

Treatment . — It  is  useless  to  attempt  to  correct  the  flexion;  all 
that  can  be  done  is  to  endeavour  tq^remo.ye,  as  far  as  possible, 
the  stenosis  qf_  the  _cervix  and  the  obstruction  caused  by  the 
acute  bend,  and  to^ure  the  endometritis.  The  treatment  is  the 
same  as  that  described  in  the  case  of  stenosis  of  the  cervix 
{v.  page  56),  viz.  dilatation  {v.  jaage  322)  or  some  form  of  _po^i£.r- 
ior  division  preferably  Dudley_^s  {v.  page  319),  and  c^urgj^jjj^  (f. 
page  325).  The  occurrence  of  prepi'nq.ncv  nurp.s  the  <^jyfl^^yn.  If 
there  are  adhesions  dragging  the  uterus  backwards,  or  shortening 
of  the  posterior  ligaments,  some  relief  may  be  obtained  by 
endeavouring  to  break  down  or  stretch  the  adhesions,  or  to 
stretch  the  ligaments  {v.  page  336). 
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Anteposition.— Anteposition  of  the  uterus  is  that  condition  m 
whMi'tTIFllI'us  as  a  whole  is  displaced  in  a  forward  direction. 
It  is  most  usually  caused  by  tumours,  or  aspumulations  of  bipod, 
BUS,  or  distendedint^tij^^  ^ig-  38).  More 

Self,  it  is  caused  by  cicatricial.^contractioiis  — the  remains  of  an 
anterior  parametritis  dragging  the  uterus  forwards  towards  the 
spiiphYsis.  The  syipptip^ns.  which  arise  from  anteposition  of  the 
uterus^  are  >^itp  t^'fT^»  ni  the  displacement  rather  than  to 


Fig.  38.— Anteposition  of  tlie  uterus  due  to  the  presence  of  a  tiunour  in 

Douglas'  pouch. 

the  displacement  itself.  If  the  latter  is  due  to  tumours  or  other 
enlargements,  the  tr_eatmgiii_sui^^^  to  them  prevails ;  if  to  old 
parametritis,  attempts  must  be  made  to  get  the  exudation 
reabsorbed. 


Lateral  Displacements. 


Lateral  displacements  of  the  uterus  include  dextro-  or  sinistro- 
version  or  flexion,  and  dextro-  or  sinistro-position.  The  meaning 
of  these  terms  has  been  already  explained  {v.  page  59). 
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etiology.— Dexiro-  or  sinistro-version  and  -flexion  are  mpst 
^neXllMlt^J  caused  by  coiitractimi  of  one  Ijroad  ligaiiieiit  occurring 
as  a. result  of  .paxaiuejtriti^  aiid  by  the  adliesions  foi-iued  jii  the 
course  of  an  atliu  k  u\  nclvic  peritonitis.  Mor(i.rareJy,  these  dis- 
placements are  due  to  the  pressnre  of  tumni^j-w  The  side  to 
which  the  uterus  is  deflected  depends  upon  the  part  of  the  broad 
ligament  which  has  become  shortened.  If  the  contraction  takes 
place  at  the  top  of  the  ligament,  then  the  body  of  the  uterus  is 
displaced  to  the  same  side  as  the  contraction.  If  the  contraction 
takes  place  about  the  level  of  the  os  internum,  then  the  cervix 
is  dragged  to  that  side,  while  flexion  of  the  body  occurs  in  the 
opposite  direction  {v.  Fig.  39). 

De^^^orj^^X££^2s^ipn  of  the  uterus  is  i3roduced_  by  very 


Fig.  39. — Diagram  representing  some  lateral  deviations  of  tlie  uterus,  u. 
Uterus  in  extreme  dextroijosition,  the  result  of  the  pressm-e  of  an  exuda- 
tion in  the  right  broad  ligament  (shaded  portion),  u'.  The  same  uterus 
in  a  position  of  sinistroversion,  dextroflexion,  and  sinistroposition  as  a 
result  of  the  absorption  of  the  exiidation  and  the  consequent  cicatricial 
contraction  of  the  ligament  (Schultze). 

much  the  _same  caus_es  as  is  the  foregoing.  That  is  to  say, 
tumours  ^and^^enlar^ejiients.  particularly  when  they  occur  bet>yeen 
the  layers  of  the  broad  ligament,  contractions  of  -thg^bro^d 
ligainent,  and  peritoneal  adhesions.  A  imila^teral_j)arametric 
e_xudjitioii  is  a  common  can.se',  and  will  tend  to  push  the 
uterus  towards  the  opposite  side  of  the  pelvis.  When  the  same 
exudation  has  undergone  absorption,  and  is  represented  by  a 
contracted  ligament,  the  latter  will  pull  the  uterus  towards  the 
same  side  of  the  pelvis.  In  such  cases,  dextroposition  of  the 
uterus  is  frequently  associated  with  sinistroflexion,  or  vice  versa 
{v.  Fig.  39). 
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T^-eatment.—The  treatment  of  these  cases  is  detennmed  by  .fche 
cause  Those  displacements  which  are  due  to  the  presence  of  a 
tumour  will  be  corrected  by  the  remoyaLolJhe^  tumour.  The 
treatment  those  cases  due  to  inflammatory  changes  will  be 
discussecT under  pehoc^^eritonitis. 

Torsion. 

^  Torsion  of  the  uterus  consists  in  a  rotation  of  the  uterus  on  its 
axis  as  a  whole,  away  from  the  median  plane,  either  towards  the 
rio-ht-dextrotorsion,  or  the  left-sinistrotorsiQii.  The  ^^m^ 
pn^itioTi  nf  the  uterus  is  one  of  slj^ht  dextrotorsipn.  "  The 
normaLBS^n  of  the  uterus  is  not  exactly  median,  the  anterior 
surface  of  the  uterus  facing  the  bladder  does  not  look  exactly 
forwards,  but  rather  forwards  and  to  the  right,  and  when  the 
bladder  is  empty  the  vaginal  portion  lies  rather  to  the  left,  the 
fundus  rather  to  the  right  of  the  median  plane''  (Schultze).  A 
pathological  degree  of  torsion  is  most  frequently  associated  with 
an  unequal  degree  of  contraction  or  relaxation  of  the  utero-sacral 
ligaments,  as  occurs  in  posterior  parametritis  or  peritonitis,  and 
in  subinvolution. 

The  diagnosis  of  a  pathological  degree  of  torsion  is  made  by 
careful  bimanual  examination.  The  treatment  is  that  of  the 
pathological  condition  with  which  the  torsion  is  associated. 


Inveesiou. 

When  the  formof_the3all  of  tl^  a 
manner  that  the  inner  surface  of  the  organ  isJurned,outwards, 
and  the  outer  surfacejnwards,  the  uterus  is  said  to,  bejazertgd 
(Schultze)^  ThiTform  of  uterine  displacement  is  exceedingly 
£§i^j_and  is  apparently  becoming  more  so  every  day — a  fact  pro- 
bably due  to  the  more  frequent  early  cure  of  those  conditions 
(submucous  myomata)  which  predispose  to  the  occurrence  of 
chronic  inversion,  and  to  the  better  management  of  the  third 
stage  of  labour  in  the  case  of  acute  inversion. 

Becirees—Sc\m\tze  describes  three  degrees  of  inversion.  They 
areas^llows : — 

{l)T\\e  first  degree  comprises  those  cases  in  which  the  ig.yertgd 
Ijindus  lies  at  or  above  the  os  externum.     This  degree,  Avhich  is 
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the  initial  stage  of  all  inversions,  is  ijirely  if  ever  permanent,  as 
It  tends  either  to  become  reduced,  or  else  to  continue  and  pass 
into  one  of  the  succeeding  degrees. 

The  second  degree  comprises  those  cases  in  which  the 
fundus  has  passed  lower  down,  and  in  which  more  or.Igsg  of  tjie 
iiiv^-tsiLiit^usJgai^^  It  is  the  degriiu 

which  chiionicinxersioi^^^  met. 

(3^  The  third  degree  comprises  those  cases  in  which  the  entire 
^fcHiiiiSiii^iBKJke  .cer^^  inverted.    It  isTerv 

rarely  met  with  as  a  degree  of  chronic  inversion,  but  an  acute 
inversj.011  is  probably  frequently  foundju  this  condition. 

Z^^ktk^- — Two  varieties  of  inversion  are  met  with :  

I.  Acute  inversion. 
II.  Chronic  inversion. 
I.  Acute  Invbesion.— Acute  inversion  is,  strictly  speaking,  an 
obstetrical  condition,  but  perhaps  it  is  advisable  to  say  a  few 
words  about  it  here.  An  inver,sion  of  the  uterus  is'  termed 
acute  when  it  occurs  immediM.tP.ly  after  confinement.  It  is  said  to 
be  the  commoner  variety  of  inversion,  although  it  is  one  of  the 
rarest  of  obstetrical  complications. 

^jSk^y-  —  ^Mee^^^i^^ns  must  be  associated  in  order  to 
permit  the  occurrence  of  either  the  second  or  third  degree  of 
j^inversion  (Schultze)  :— enlargfii^ifini^oithe,^^    of  the  uterus ; 
X  rglaxation^pa^tofjt  ;  and  a  cervix  which  is  sufiiciently 

wJdilated,,^_or^capa^  sufficiently^djlated,  to  allow  the 

[passage  of  tlie_bqdxoi_ihe__utera  All  these  conditions  are 
fulfilled  after  delivery  in  those  cases  in  which  the  uterus  does 
not  contract  well.  With  these  conditions  present,  if  the  intra- 
uterine pressure  becomes  less  than  the  intra-abdominal  pressure 
the  fundus  dimples  in,  and,  if  this  relationship  between  the  two 
pressures  is  continued,  inversion  goes  on  until  it  has  become 
complete.  Accordingly,  any  factor  which  brings  about  this 
relationship  between  the  two  pressures  may  be  regarded  as  the 
exciting  cause  of  the  inversion.  The  jorm^jj^al  of  these  factojs 
are : — 

Dj^ag:guia^W30-ii  tke„p^f^fiRnta1  site  — in  thp  case  of  a  fundal 
insertion  of  the  placenta— by  pulling  upon  the  cord  while  the 
placenta  is  still  adherent. 

Violent  straining  associated  with  sudden  emptying  of  the 
uterus,  as  : — precipitatejabour;  ov  severe_straining:  and  pressure, 
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in  the  renioj[al_of  ,the^^^  while  the  uterus  is  in  a  relaxed 

condition  (Winckel). 

S^jM^m.—The  occurrence  of  acute  inversion  is  most 
usuallT^ked  by  the  <ii  MJ^""^'  ^  collapse  which 

may  come  on  either  immediately  after  inversion  occurs,  or,  more 
rarely,  after  a  few  hours.   Ifjbhe^Blacgiata  has  been  segara^edji^ 
part  or  altogether,  there  will  also  be  severe  h^semorrhage. 
^Diaa^wsis.—li  the  hand  is  placed'upon  the  abdominal  wall, 
the  absence  of  the  fundus  of  the  uterus  from  its  usual  position 
will  be  readily  determined.    If  a  careful  bimanual  examination 
is  made,  it  may  be  possible  to  determine  the  existence  of  a  cup- 
shaped  depression  corresponding-  more  or  less  exactly  to  the 
former  position  of  the  cervical  canal.    At  the  same  time,  the 
vagina  is  found  to  be  occupied  by  a  globular  tumour  to  which  . 
the  placenta  may  or  may  not  be  attached,  or  inextrenie  cases  the 
vagijia  mayj^e^also^a^^^^       or  completely  inverted,  and  so  the 
inverted  uterus  lie  in  part  or  altogether  outside  the  vulva.  The 
diagnosis  is  then  at  once  obvious.  IiJhe_aB:v^I§iea-J^ 
partial,  the  fundus^ofjheji^^ 
shaped^d^pression  in  the  centre  of  it. 

Treatment. — The  treatment  consists  in  the  d_etacJimgnl3^of^the  ^; 
placenta,  the  replacement  of  the  uterus,  and  the  adoption  of 
measures  calculated  to  keep  it  in  its  normal  position. 

There  is  nothing  special  to  be  said  with  regard  to  the  removal 
of  the  placenta,  it  is  carried  out  in  the  ordinary  manner,  the 
greatest  care  being  taken  to  ensure  asepsis.  The  jeplacemeiit 
of  the  uterus  is  usually  not  a  very  difficult  matter  in  acute  cases. 
The  uterus  is  grasped  in  the  hand,  and  pushed  gently  upwards, 
endeavouring  to  return  first  the  part  that  came  down  last.  If 
the  size  of  the  uterus  prevents  its  reduction,  it  is  possible  that 
the  proceeding  would  be  facilitated  by  producing  a  temporary 
partial  anaemia  of  the  uterus  by  the  application  of  adrenalin, 
and  so  a  temporary  reduction  in  the  size  of  the  uterus.  At  any 
rate,  adrenalin  might  be  tried,  as  if  used  in  a  sterile  condition  it 
could  cause  no  harm  and  might  prove  of  value. 
•  As^soon  as  the^  uterus  has^  been  replaced,  it  is  douclmd^ut 
thoroughlv.  and  nlup-fyed  ^ffily  witlg.  ^  iQ^o:^prm  fflpze  with  the 
object  of  preventing  the  recurrence  of  the  displacement. 

Prognosis. — An  acute  inversion,  if  left  uirtreated,  is  frequently 
fatal.    If  the  patient  survives,  it  passes  into  the  chronic  condi- 
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tion.    If  the  condition  is  recognised,  and  treated  before  the 
patient  has  lost  an  excessive  quantity  of  blood,  and  before  the 
uterine  cavity  has  become  infected,  the  prognosis  is  fairly  good. 
II.  gg^gi£lN^RS|ON.—  Chronic  inversion  is  the  term  applied 
an  acutejnav^r§iog  which  has  not  been_rjduced,  and  in  which 
tthe  patient_has"  s'urvived,  and  also  to  anjnversion  wHchT^owly; 
Pj^gdugegJ^seHin  aji^^  uterus. 

-^}EQlnqy^-—As  lias  just  been^mentioiied,  a  chronic  inversion 
/  may  be  the  remains  of  the  acute  variety.    Such  a  cause  for 
chronic  inversions  is  however  rare,  as,  if  an  acute  inversion  is 


Fig.  40. — Complete  inversion  of  tlie  uterus,  tlie  result  of  a  sessile  myoma 
springing  from  the  fundtis.  (Schultze). 

not  treated,  the  result  for  the  patient  is  generally  fatal.  The 
commoji  cauge  of  chronic  inversion  is  the  presence  of  a 
P9l;gppid  myoma  in  the  uternie_cavity,  which,  du,ring_the^ process 
ofj|s_expuIsionj_db;a^  after  it  {v.  Fig.  40). 

Scanzoni  considered  that  sessile  myomata  have  even  a  greater 
tendency  than  polypi  to  produce  inversion,  a  result  which  he 
attributes  to  thinning  of  the  muscular  tissue  at  the  seat  of 
attachment  of  the  tumour.  Also,  if  a  tumour  with  a  long  pedicle 
is  expelled  from  the  uterus,  the  cervical  canal  has  sulficient  time 
to  close  behind  the  tumour  before  the  fundus  is  pulled  down 
into  contact  with  it  by  the  tumour;  whereas,  in  the  case  of  a 
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sessile  tumour,  the  fundus  follows  the  tumour  so  closely  that  it 
finds  the  cervix  sufficiently  dilated  to  allow  it  to  descend  into  the 
vagina. 

iS';/|^ji|j^^|n.<?.— The  symptoms  are  recurrent,  haemorrhages  more 
or  less  profuse  in  amount,  sacral  -pain,  a  feeling  of  weight  in  the 
pplvis  and  an  inclination  to  strain,  and,  if  the  tumour  prJJie 
uterine  Avail  slou^s,  a  profuse  foptiH  discharp-e.  In  some  cases, 
descent  of  the  uterus  accompanies  the  inversion,  and  then  a 
tumour  will  be  found  outside  the  vagina ;  if^  there  is  no  descent, 
theJiymimjLjdll-QfiS.!ipy_t 

Diamosis. — The  diagnosis  of  inversion  will  be  readily  made  by 
a  bimanual  examination.  A  tumour  will  be  found  in  the  vagina, 
and  the  body  of  the  uterus  will  have  disappeared  from  its  usual 
position.  If  the  patient  is  not  too  stout,  a  cup-shaped  depres- 
sion, as  in  the  acute  form,  will  be  felt  just  above  the  roof  of  the 
vagina,  and  the  ovaries  may  be  palpated  at  the  edge  of  it. 

An  inverted  uterus  has  to  be  jistinguished_Jrpni_a_polyp.us 
projecting  from  a  normally  situated  uterus  into  the  vagina.  The 
two  conditions  resemble  one  another  somewhat,  if  only  a  cursory 
examination  is  made,  but,  if  the  case  is  carefully  examined,  no 
difficulty  presents  itself.  The  rl i stij p  gn jf^h i_n,g, jin,Vi.ts  are  : — That 
in  the  case  of  inversion  the  body  of  the  uterus  is  not  to  be  found 
in  its  usual  position,  while  in  the  case  of  a  polyjDus  it  occupies  its 
usual  position.  Again,  in  a  polypus,  the  cervical  rin^can  be  felt 
surrounding  the  pedicle,  and,  if  a  sound  is  ^passed  through  this 
ring  by  the  side  of_the_pediGlej  it  will  pass  upwards_into_the 
uterine_cavity.  In  the  case  of  an  inverted  uterus  of  the  third 
degree,  no  such  ring  Avill  be  found,  and  it  will  be  impossible  to 
pass  a  sound  upwards  beside  the  tumour.  In  the  case  of  an 
inverted  uterus  of  the  second  degree,  a  ring  can  be  felt  round 
the  tumour,  but  the  sound  can  only  be  passed  upwards  through 
it  to  a  very  slight  extent. 

Treatmejit. — Chronic  inversion  of  the  uterus  maybe  treated  by 
the  following  methods  : — 

Gradual  reduction  of  the  inversion,  after  removal  of  any 
tumour  present. 
(2]^Ilapid  reduction  of  the  inversion,  after  removal  of  any 

tumour  present. 
(3)  Extirpation  of  the  inverted  uterus. 

(1)  Gradual  Reduction.— Gradual  reduction  of  the  uterus  can 
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be  effected  in  many  cases  after  the  removal  of  any  tumour 
present,  the  prolonged  use  of  some  form  of  repositpr.  as 
Aveling's  or  Tait'Sj  or  by  p^gging_the  va^ipa  with  iodoform 
gauze  in  sucli  a  manner  as  to  cause  an  upward  pressure  on  the 
inverted  uterus  (Pozzi).  The  gauze  is  changed  daily  until  the 
inversion  is  reduced.  Gradual  reduction  is,  however,  bein^ 
given  up  to  a  large  extent,  and  its  place  taken  by  some  form  of 
rapid  reduction. 

Rapid  Reduction. — Rapid  reduction  is  performed  manuaUy 
either  without  or  with  preliminary  dilatation  of  the  narrow 
isthmus  of  the  inverted  uterus.  In  all  cases,  an  attempt  should 
be  first  made  to  replace  the  uterus  with  the  hand,  as  in  the  acute 
form.  Two  methods  of  doing  this  are  shown  in  the  accompanying 
diagrams  {v.  Figs.  41,  42).    In  method  A,  the  last  part  of  the 
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Fig.  41. — Method  A,  of  reducing  a  chronic  inversion  of  the  uterus.  {Schultze.) 
Fig.  42. — Method  B,  of  reducing  a  chronic  inversion  of  the  uterus.  [Schultze.) 

uterus  which  was  inverted  is  the  first  to  be  replaced,  and  the 
f  undal  inversion  is  not  reduced  until  the  last.  As  a  result,  at  no 
time  is  more  than  one  ring  of  uterine  tissue  passing  through  the 
obstructing  isthmus.  In  method  B,  on  the  other  hand,  the  f undal 
inversion  is  first  reduced,  and  as  a  result  two  rings  of  uterine 
tissue  have  to  pass  through  the  isthmus  at  the  same  time.  In 
order  to  gain  extra  power,  Freund  inserts  several  silk  sutures 
through  the  ring  of  cervical  tissue,  and  by  their  help  draws 
down  the  cervix  as  he  presses  up  the  body.  Ifjiietligd^A^iails, 
the  advantages  of  method  B  can  be  obtained  without  adding  to 
the  number  of  rings  of  uterine  tissue  which  have  to  pass  through 
the  isthmus  in  the  following  manner  (Schultze)  {v.  Fig.  43)  :— 
Draw  the  ntoriis  downwards  as  far  as^ppssible,  so  that  the  fundus 
descends  iruin  a  lu  h,  and  so  cqnyertanjnversioi^^ 
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dep^ree  into  one  of  the  Ijlijrd  deg-ree.  Then,  endeavour  to  fix  the 
edge  of  the  fjiimglasfirialy  as  possible  at  o',  press_the_fundus 
upwards  towards  c,  and  finally  to  d,  as  shown. 

If ^ nianual_reduction — as  described — fails,  and  the  patient  has 
not  reached  the  menopause,  and  hence  it  is  advisable  to  preserve 
the  uterus  if  possible,  various  operative  proceedings  have  been 
recommended  with  the  object  of  directly  dilating  the  constricting 
isthmus.  The  operation,  which  appears  to  be  at  once  the  safest 
and  to  offer  the  best  chance  of  success,  is  that  originated  by 
Kustner  {v.  page  379).  He  incises  the  constricting  isthinus,  after 
performing  posterior  colpotomy,  and  then  reduces  the  bodyj 
through  the  widened  passage  thtfs-  obtained.    Another  method 
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Fig.  43. — A  modification  of  method  B  of  reducing  a  chronic  inversion. 

{Schvltze.) 

of  dilating  the  isthmus  is  by  o'^ening  the  abdomen  in^tlie  middle 
line,  and  then  forcibly  dilating  the  coiistricting  ring  with  the 
fijigers  or  with  metal  dilators.  It  is  a  course  of  procedure  which 
has  not  very  much  to  recommend  it,  and  has  failed  several  times 
in  the  most  skilful  hands. 

(3)  Extirpation. — Extirpation  of  the  inverted  uterus,  by  vaginal 
hysterectomy,  is  the  line  of  treatment  indicated  in  the  presence) 
of  a  tumour  which  jiaimot  be  remoye^^^^iitjgei^naji^^  tx. 
damaging  tlie  uterus,  or_jg;hic]i_is_Jaunjd^^    be  malignant.  It-l 
is  also  indicated  iiLXomeii.  who  Jitw  in 
preference  to  too  violent  attempts  at  reposition,  and  .ilj^j^oung'l  (. 
and  mid^Ie-agedjvomen  as  a  deiivier  ressort.  j 
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DISEASES    OF   THE    UTEEUS  {continued). 


Timimatic  Lesions  of  the  Uterus.  Inflammatory  Diseases  of  the  Uterus- 
Corporeal  Metritis:  Acute;  .ffitiology.  Pathology,  Symptoms,  Complica- 
tions, Treatment:  Chronic;  Myometritis,  etiology.  Pathology,  Sym- 
ptoms, Treatment;  Endometritis,  Varieties,  etiology.  Pathology, 
Symptoms,  Treatment— Cervical  Metritis:  Acute;  etiology.  Pathology, 
Symptoms,  Complications,  Treatment;  Chronic,  etiology.  Pathology, 
Symptoms,  Treatment. 

TEAUMATIC  LESIONS  OF  THE  UTERUS. 

Traumatic  lesions  of  the  uterus  may  occur  during  parturition. 
The  commonest  of  them  is  laceration  of  the  cervix,  a  condition 
which  is  associated  with  endometritis  and  endocervicitis.  It  will 
be  discussed  in  the  chapter  on  "  Traiimatic  Diseases." 

INFLAMMATORY  DISEASES  OF  THE  UTERUS. 

Inflammatory  diseases  of  the  uterus  can  be  included  under 
the  one  term  metritis  {/xrjTpa,  the  womb)  or  inflammation  of 
the  uterus,  and  this  can  be  subdivided  as  follows : — 


Corporeal  Metritis. 

Corporeal  metritis,  that  is  metritis  of  the  body  of  the  uterus, 
is  met  with  in  two  pjig^ieij^^s  : — 
I.  Acute  corporeal  metritis. 
II.  Chronic  corporeal  meti'itis. 
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I.  AcuTK  Corporeal  Metritis. — Acute  corporeal  metritis  may 
be^ubdivided  according  as  it  attacks  the  muscular  Avall— myo- 
metritis, or  the  endometrium — endometritis,  if  it  is  thought  well 
to  do  so.  As  however  the  two  conditions  probably  always  co- 
exist, such  a  course  seems  unnecessary.  It  will  accordingly 
be  discussed  under  a  single  heading. 

Mtiolomi- — Acute  metritis  is  the  result  of  the  infection  of  the 
uterus  with  .pyogenic  organisms.  It  occurs  inost_Jre£uently  as 
the  result  of  tyo^^(^lJ}^f^.^i^  infgct^pn.  or_of  ^p|ipJifeJlon  occur- 
ring  durino-_^r  aiter^parturiti^  or  during  operative  int erf  ct^^  6+-^ 
with  the  uterine  cavity.  Acute  metritis  al_so  occurs  during  the 
course  of  severe_attacks^of  the  emptizg~ig3^s- 

P^^^g^^i/.— The  utg£us  is  ejAo^Yge^^^^h^^^ad^jmsj  much  con- 
gested. The  endometijium  is  swollen,  injected,  and  covei'ad.with 
a  purulent  cUscjiarge.  In  some  cases,  this  may  become  pseudo- 
membranous in  character,  constituting  the  so-called  diphtheritic  irr^^ . 
e^lometritis.  The  muscular  coat  is  also  congested,  and  minute 
points  of  pus  may  be  found.  Under  the  micrpsgcgofi,  groups  of 
sniall  round^ cells  are  seen  scattered  between  the  muscle-fibres, 
especially  round  the  vessels,  and  the  lynrjDh^chjmnels^a^ 
contain  colonies  of  the  iiifectnig  jjacteirim^^  These  colonies  are 
also  found  in  the  uterine  lymphatic  glands  and  in  the  discharge. 
In  very  seyere_cases,  the  greater  part  of,  or  the  entire ,_endo- 
lUjetnumji^^ 

SiiMOiM!^- — The  uterus  is   slightly  enlarged^  and  is  very 
tender.    A  more  or  less  profuse  purulent  discharge  escapes  from 
the  cervix.    The  temperature  is  high,  reaching  103°  to  105°  F.  ^L^r^^ 
The  pulse  is   very  rapid,  and  may  range  from  120  to  140.  ''^^ 
There  are  the  general  symptoms  of  septic  absorption,  or  of  t^j'^ur^ 
actual  acute  sepsis.    The  patient  complains  of  iirtense^ii^a^ii  ovier 
the  uterus,  and,  if  the  infection  extends  beyond  the  uterus,  there  ^^^^ 
are  the  symptoni§^_  peritoiiitis.  -v.vv^-t<. 

Com^li^^Mojiis. — The  great  danger  of  acute  metritis  is  that  of 
extension]    This  may  occur  in  several  directions  : — 

(1^  Into  the  general  circulation, —  («)  rid  the  veins,  (b)  via 
the  lymphatics  ;  so  causing  (a)  pyaamia.  (h)  lyjnphatic_gep^s . 

Into  the  tubes,  and  from  there  into  the  peritoneal  cavity, 
so  causing  s^£inffj|is,  p_^g|a^jli?,  and  lo£gj_jor._ggng^l-41gri- 

(3)  Into  the   parametric  tissues,   so    causing  p,^r£unetritis. 
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These  secondary  conditions  will  be  discussed  in  their  proper 
place. 

The  correct  treatment  to  adopt  in  cases  of  ^gut^ 
^^^£hga1  endometritis  cannot  be  regarded  as  definitely  seSBI. 
Some  autliorities  i-econnnend  to  refrain  from  all  local  inter- 
ference. If  this  conrse  is  decided  upon,  the  patient  should  be 
kept  at  rest  in  bed,  the  liowelsjkeptjree,  suitable  nourishing 
food  administered,  and  attempts  made  to  relieve_Jhe_jDain. 
With  the  last  object,  hot  stupes  are  applied  to  the  hypo- 
g-astrium,  and  warm  vaginal  douches  are  given.  Leeches  may 
also  be  tried,  and  should  be  applied  over  tlie  hypogastrium.  If 
any  c^vgH^jgns — peritonitis,  general  sepsis,  etc. — occur  they 
niustjoetreated.  On  the  other  hand,  some  authorities  recommend 
— and  we  consider  rightly — the  adoption  of  a  more  active  treat- 
ment, consisting  in  the  main  of  attempts  to  kill  the  infecting 
organism.  If  the  infection  is  limited  to  the  cervix,  the  latter 
should  be  well  wiped  out  with  small  pieces  of  cotton  wool  twisted 
round  the  end  of  a  probe,  and  then  treated  with  one  or  other 
of  the  different  antiseptics  which  are  known  to  exercise  a  germi- 
cidal effect  on  the  gonococcus.  Perhaps  the  best  of  these  is  pro- 
tMggl,  used  in  a  2^  jo_5^^CT_ceiit^solut^^  It  may  be  ajjpl  jed.  at 
intervals  to  the_  cervical  canal  through  a  speculum,  or  the  cervical 
canal  may  be  plugged^ with  a  smal]_2iece_qf ^;aAizejoa  the 
2DrotaTg;ol_soljition.  If  the  uternij^^^^xijby  is  also  infected,  it 
inayjDe_gluggedjwi^^  As  this  gauze 

has  a  powerful  bactericidal  effect  on  the  gonococcus,  the  danger 
of  causing  an  extension  of  the  infection  need  not  be  feared,  as 
any  micro-organisms  coming  into  contact  with  the  protargol 
will  be  killed.  The  gauze  should  be  changed_e_Yery_forty-eight 
hours.  WJign^the^acute^^^^  of  the  infection  has  passe.d  off, 
the  infected  mucous  membrane  should  be  removed  with  the 
curette,  and  the^cayity  agaiii  treated  wMrgrotargol.  The  mode 
of  preparing  protargol  solution  has  been  already  described. 
{v.  page  27). 

Septic  metritis — metritis  due  to  the  entrance  of  strejotococci 
or  stapliylococci — must  be  treated  in  a  more  active  fashion. 
In^^^^ig^^n^^ii^Les  must  be  given  at  least^oiice  and  sometimes 
twice  a^  day,  an^,  i^  there  are  any  fragments  of  pla^cental .  or 
decidual  debris,  the  uJmrjj^  must  be  cm^jg^tad  with  a  blunt  Khein- 
stadter^s  curette.    Perhaps,  the  most  beneficial  treatment  of  all 
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consists  in  combining  with  douching  and  curetting  the  firm 
phio-ciBo-  of  the  uterus  with  iodoform  gauze.  The  ^  musthe 
chano-ecf  once  or  twic^edaily  untiUhe^kmerat]^^ 
f^5iOS£5I5iss.  Most  cases  of  septic  metritis  rapidly 
respond  to  this  treatment.  At  the  same  time,  s^^ulagj:s  must 
be  freely  administered  to  the  patient,  and  every  means  of  keep- 
ino-  up  her  strength  resorted  to.  In  streptococcic  infection  the 
use  of  antiskejtoss^serum  may  be,tri_ed.  The  results  winch 
have  so  f"i7MlGwed  its^use  are,  however,  discouraging.  Compli- 
cations are  treated  as  they  occur. 

Of  late,  the  inj^^ga^sljug§I;teiedjt|^  tlae jiterine 

cavity— a  practice  introduced  by  Snegirew— has  met  with  con- 
siderable success  in  septic  cases.  The  steam  is  injected^ through 
a  carefully  insulated  catheter  at  a  temperature  of  239°  F.  for  a 
period  varying  fi-om  fifteen  to  forty  seconds.  A  convenient  form 
of  boiler  for  generating  steam  at  this  temperature  has  been 
devised  by  Pincus  {v.  page  327). 

II.  CHRomc^M|m|A4=^iIlffis-— corporeal  metritis 
must  brsublividedlntolWlorms  according  to  the  part  of  the 
uterine  body  it  attacks  : — 

(a)  Chronic  myometritis. 

(b)  Chronic  endometritis. 

Chronic  Myometritis. — Chronic  myometritis  is  the  term  applied 
to  chronic  metritis  involving  the  muscular  coat  of  the  uterus,  as 
opposed  to  chronic  metritis  involving  the  endometrium.  This 
condition  is  also  termed  PH£l^^-';iI^^:g:^g^^Jj^^^^ — especially  by 
continental  writers,  but,  "aslhe  term  parenchyma  is  generally 
used  to  signify  the  glandular  portion  of  an  organ,  it  is  confusing 
to  apply  the  adjective  in  the  case  of  the  uterus  to  the  muscular 
portion.  Myometritis  is  so  closely  connected  with  endometritis 
that  it  is  doubtful  whether  it  should  be  classified  as  a  separate 
condition.  Endometritis  may  occur  without  any  accompanying 
myometritis,  but  the  only  case.in  winch  myometxitisocc^^ 
ou.t  an  antecedent  endometritiaJ-S  inJhe_rMeJnstai^  ^inwhich 
itjresults  as  the  extmisiOTLoljieigh^^ 

matojxcmiditiQns.  On  account  of  the  extremely  intimate  con- 
nection between  the  endometrium  and  muscular  coat  of  the 
uterus,  infection  of  the  former  is  almost  certain  to  extend  into 
the  latter.  If  the  extension  is  slight,  it  is  masked  by  the 
symptoms  of  the  accompanying  endometritis,  but  if  it  is  con- 
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siderable,  the  existence  of  myometritis  as  a  distinct  condition  can 
be  determined. 

'^fef.fl?'"- — Chronic  myometritis  occurs  most  frequently  as  the 
result  of  the  extension  of  c^ruoicjndomejtritis;  or,  more  rarely,  of 
peri-  or  p3,rametritis.  conseq uently  it  has  the  same  astiology  {v. 
pages  109,  197).  It  is  regularly  found  as  a  consequence  of  sub- 
involution of  the  uterus  after  delivery. 

Pathology. — The  pathological  changes  are  not  very  well 
marked.  The  uterus  is  enlarged,  and  more  rigid  than  normal. 
The  muscle-fibres  have  lost  their  fibrillation,  and  clusters  of 


Fig.  44. — Chronic  myometritis.  Section  through  the  muscular  coat  of  the 
uterus,  a,  a.  Muscle  bimdles.  h,  h.  Connective  tissue,  c,  c.  Vessels  with 
thickened  walls,    d.  Lymphatic  interspaces.  {Pozzi.) 


leucocytes  are  found  scattered  between  them,  especially  round 
the  vessels.  The  coats  of  these  last  are  considerably  thickened 
{v.  Fig.  44). 

8ymi]toms. — The  uterus  is  enlai'ged,  and  tencjer  to  the  touch. 
It  is  frequently  retroverted,  and,  if  the  fundus  is  in  front,  it  is 
found  that  the  normal  anteflexion  has  disappeared,  i.  e.  the  uterus 
is  anteverted  only,  a  condition  which  is  due  to  its  increased 
rigidity.  The  subjective  symptoins  are  tligseof  the  accompanying 
endometyitis, — sacral  pain,  weig'ht  and  tenderness  in  the  pehns, 
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and  various  uienstrual  disorders ;  and,  if  the  uterus  is  much 
enlarged  and  in  a  position  of  anteversion,  there  may  be  irrita- 
bility of  the  bladder  owing  to  the  pressure  of  the  heavy  fundus. 

Treatment. — The  treatment  of  chronic  myometritis  is  injbhe 
inain  the  treatment  of  the  endo:^_£ein-j_or^^  which 
causes  it.  If  the  uterus  is  much  enlarged,  involution  may  be 
hastened  by  the  amputation  ofthe^^eryix,  or  by  the  excisign_^f 
a  wedge-shaped  portion  ofTt'^Duhi'Ssen). 

Chronic  Endometritis. — Chronic  endometritis  {tvSov,  within ; 
l.a'}Tpa)  is  the  term  applied  to  corporeal  metritis  when  it  attacks 
the  endometi'ium.  It  is  one  of  the  commonest,  or  perhaps  the 
coniD\onest_of^..gyij^col^gical^  and  is  so  closely  con- 

nected with  the  majority  of  these  diseases  that  in  treating  them 
measures  must  also  be  taken  for  its  cure. 

Varieties. — Chronic  endometritis  is  met  with  in  the  following 
forms,  classified  according  to  their  anatomical  nature  : — 

(1)  Glandular  endometritis. 

(2)  Interstitial  endometritis. 

(3)  Mixed  glandular  and  interstitial  endometritis. 

(4)  Htemorrhagic  endometritis. 

JEtioloqy. — The  causes  of  chronic  endometritis  are  by  no 
means  as  definitely  ascertained  as  they  ought  to  be.  And  even 
in  those  cases  in  which  we  consider  that  we  know  the  actual 
cause,  the  manner  in  which  it  brings  aboiit  its  efPect  is 
extremely  uncertain.  Some  authorities  attribute  all  forms  of 
chronic  as  well  as  acute  endometritis  to  b^tei'ial_agtion.  This 
is  a  difficult  point  to  prove,  as,  in  many  cases,  it  is  impossible  to 
trace  any  connection  between  the  onset  of  the  endometritis  and 
the  occurrence  of  bacterial  invasion.  Also,  in  the  greater 
number  of  . cases  of  chronic  endometritis  it  is  impossible  to  prove 
the  presence  of  any  micro-organism.  On  the  other  hand,  there 
is  good  reason  to  believe  that  bacteria  may  lie  in  a  quiescent 
condition  in  some  part  of  the  genital  tract  waiting  for  favourable 
circumstances  which  will  permit  their  development.  And, 
furthermore,  it  is  quite  possible  that  a  bacterial  invasion  of  the 
uterus  may  take  place,  and  set  up  a  metritis,  and  that  then  the 
invading  bacterium  may  disappear  leaving  behind  it  the  effect 
of  its  visit. 

Shortly  stated,  the  bacterial  theory  of  endometritis  is  as 
follows  : — 
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(1)  All  endometritis  is  bacterial  in  origin. 

(2)  In  order  that  the  bacteria  may  obtain  a  foothold  in  the 
iiteruSj  a  certain  predisposing  condition  is  necessary. 

(3)  After  the  bacteria  have  disappeared,  the  effect  which  they 
have  produced,  i.  e.  metritis,  may  continue. 

If  we  accept  this  theory  of  the  causation  of  endometritis,  we 
must  look  for  two  sets  of  causes :  — 

(1)  Predisposing  causes. 

(2)  Determining  causes. 

Predisfosing  Causes. — All   the   predisposing   causes  of 


Fig.  45. — Section  of  the  normal  endometrium  at  right  angles  to  the  siu-face. 

Slightly  enlarged.  (Wyder). 

endometritis  may  be  included  under  the  one  term  congestion,  as 
congestion  undoubtedly  brings  the  uterus  into  the  most  suitable 
condition  for  receiving  and  developing  the  bacteria.  Conse- 
quently, in  order  to  obtain  a  list  of  the  predisposing  causes  of 
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endometritis,  it  is  only  necessary  to  enumerate  tlie  various 
conditions  which  can  bring  about  the  congestion  of  the  endo- 
metrium.   These  conditions  are  : — 

(a)  Uterine  displacements,  malformations,  tumours,  and 
traumatisms. 

(fe)  Menstruation,  coitus,  and  parturition  (subinvolution). 
(^  Constipation,  and  pulmonary  cardiac  and  renal  disease. 
(2)  determining  Causes— determining  cause  of  endo- 
metritis  is  to  be  found  m  some  form  of  bacterial  invasion.  The 
commonest  form  met  with  is  gonorrheal,  then  s.ejgtic_and  sg^pro;;^ 
pWtic^and  most  rarely  syphilitic,  tubercular,  and  diphtheritic. 

It  seems  to  the  author  as  if  i'n  thel)acterial  theory  there  is  a 
considerable  mingling  of  cause  and  effect;  and  that  this 
mingling  is  due— if  he  may  be  permitted  to  say  so — to  too  forced 
attempts  to  differentiate  between  cause  and  effect  without  having 
sufficient  preliminary  knowledge  to  work  upon.  Even  if 
bacteria  are  found  in  the  uterus  in  all  cases,  or  if,  which  is  the 
same  thing,  the  effects  of  their  presence  are  found,  it  still  does 
not  prove  that  the  invasion  of  the  uterus  by  bacteria  was  the 
prime  cause  of  the  endometritis.  For,  while  some  of  these  cases 
may  have  directly  owed  their  origin  to  bacterial  invasion,  other 
cases  may  have  owed  the  invasion  of  the  uterus  by  bacteria  to 
the  fact  that  endometritis  had  been  previously  started  by  some 
mechanical  cause  of  congestion. 

If  we  look  for  theoretical  support  for  the  bacterial  theory  of 
endometritis  from  pathological  research,  we  shall  find,  that,  not 
only  are  Ave  unable  to  confirm  this  theory  in  all  cases,  or  to 
reject  it  in  all  cases,  but  even  in  the  majority  of  cases  we  are 
unable  to  say  whether  the  presence  of  bacteria  is  the  cause  or 
the  effect  of  the  endometritis.  If,  again,  we  look  for  practical 
support  for  this  theory  from  the  prophylaxis  of  endometritis,  as 
taught  by  experience,  we  shall  find  that  we  shall  not  be  able  to 
prevent  the  occurrence  of  the  endometritis  in  all  cases  by  alone 
preventing  the  entrance  of  bacteria,  or  by  alone  removing  the 
mechanical  cause  of  congestion.  And,  fui'ther,  if  Ave  look  for 
equally  practical  support  from  the  treatment  of  endometritis,  as 
taught  by  experience,  we  shall  reach  the  same  result.  Our 
treatment,  to  be  successful,  must  be  directed  both  against  a 
possible  previous  bacterial  invasion,  and  against  mechanical  con- 
gestion-producing factors. 
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Accordingly,  altliougli  the  bacterial  theory  of  the  origin  of  all 
cases  of  endometritis  may  be  advanced,  and  although  in  the 
future  it  may  be  possible  to  prove  such  a  theory,  and  to  obtain 
more  satisfactory  modes  of  treatment  as  a  result  of  our  increased 
knowledge,  at  present  we  are  bound  to  look  upon  endometritis 
as  arising  from  two  intimately  connected  causes : — 

(1)  Bacterial  invasion. 

(2)  Congestion  of  the  uterus. 

Either  of  these  causes  may  be  a  primary  one,  but  the  presence 
of  one  in  all  probability  draAvs  in  its  train  the  onset  of  the  other. 
Their  combined  effect  upon  the  uterus  is  to  produce  one  or  other 
of  the  forms  of  endometritis  described  above.  Prophylactic 
measures  must  be  so  directed  as  to  prevent  the  occurrence  of 
both  causes,  and  curative  measures  must  also  be  directed  to  their 
removal,  and  to  the  removal  of  their  results,  as  being  in  them- 
selves further  exciting  causes. 

If  we  attempt  to  further  classify  the  causes  of  endometritis  on 
this  basis,  we  shall  get  a  classification  very  much  the  same  as 
that  adopted  by  Winckel : — 

{V^  Bacterial   Invasion. — Gronorrhoeal,   tubercular,  septic, 
.  saprophytic,  diphtheritic,  and  syphilitic  infection,  in- 

^iiro-*^  fection  by  fungi,  and  infection  by  amoebae. 

Congestion  of  the  Uterus. — Uterine  displacements,  mal- 
formations, tumours,   and   traumatisms ;  subinvolu- 
tion ;  tumours  of  the  adnexa ;  excessive  coitus ;  con- 
stipation; cardiac,  palmonary,  and  renal  disease. 
■Po^^^oZooy. — Macroscopically,  the  utgr^  is  enlarged  and  con- 
gg^gd ;  the  mU;pj^Tg_miembyane  is  as  a  rule  tljig^gged,  iujg^a^^ 
and  cpvgi;g4.with_smaJljDroiT^^  ;  and  if  the 

endometritis  is  of  long  standing,  the  muscular  coat  sIioavs  the 
lesions  already  described  under  the  head  of  chronic  myometritis 
{v.  page  108). 

Under  the  micro^cgjpe,  the  predominant  features  of  the  form 
of  endometritis  with  which  we  are  dealing  are  to  be  seen.  In 
gl an dul ar^  en domatritis ,  the  uterine  glands  are  hypertrophied.  and 
their  numjpjir  and.ramifijiatio  are  increased,  so  that  the  section 
resembles  that  of  an  adenoma  {v.  Fig.  46).  To  this  condition, 
the  name  adenomatous  endometritis  or  benign  adenoma  of  the 
uterus  has  also  been  given  [v.  page  124). 

In  iatergti|i aL'S£l4flia££iiti s .  the  c_onnec ti ve  ti ssue  becomes  intil- 
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tratecl  with  numerous  small  round  cells,  and  is  grgatly  thinlcqyftd 
— fungous  endometritis.  The  Ccy3illarig.s  are  dilated,  and  some 
are  ruptured.  In  a  later  stag-e  sgindle-cells  appear  in  the  endo- 
metrium, and,  as  a  result,  the  glands  are  so  pressed  upon  that 
the}''  fiti'opliy,  and  in  the  end  almost  or  entirely  disappear,  a 
final  condition  which  is  known  as  atro'phiG  endometritis  {v.  Fig. 

In  ^g^ixedjbrm,  hjpertrophj^aiixn  glands 
occur,  accompanied  by  a  rouncl-celled  infiltration  of  the  con- 


FiG.  4G.— Glandular  endometritis.    Section  at  right  angles  to  sm-face  of  endo- 
metrium.   Slightly  enlarged.  {Wyder.) 

nectivetissue.  In  a  later  stage,  as  the  infiltration  increases,  the 
glands  become  atrophied  and  finally  disappear. 

In^the^^eui prrhag;ig  Jqj^,  the  capillaries  are  the  principal 
tissue  which  is  affected.  They  are  dilated,  increased  in  number, 
and  their  ^xailg  become  extremely  thinned.  The  result  is  that, 
m  an  advanced  case,  the  endometrium  comes  to  resemble 
cavernous  tissue,  and  in_places  the  dilated  capillaries  give  way 
and  so  cause  hemorrhage  (Pilliet). 

8 
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^y^U^Qms. — The  symptoms  of  endometritis  must  be  divided 
into  those"" svhich  are  due  to  the  local  condition,  and  into  those 
which  are  due  to  accompanying  constitutional  disturbances. 

(a)  Local  Symptoms. — The  local  or  uterine  symptoms  consist  in 
^^l2£^5fiij3jSl;E^iS3^^  0^  various  kinds,  in  the  occurrence  of 
l|afior£^QgaL^^lgg,e,  and  in  the  general  ,pel  yi  c  d  i  scorn  fort  and 
ggdjj.  associated  with  the  enlargement  of  the  uterus  and  the 
retro-deviation  which  are  also   so   commonly  present.  The 


Fig.  47. — Interstitial  endometritis.    Partial  atrophy  of  the  iiterine  glands. 

(Wyder.) 


menstrual  disturbances  consist  most  usually  in  the  occurrence  of 
menbrrhagia,  and,  sometimes  metrorrhagia,  esuecially  in  cases  of 
fungous  {i.  e.  the  early  stages  of  interstitial  endometritis)  and 
htemorrhagic  endometritis.  More  r^xely,  scanty  menstruation  or 
amenorrhoea  is  met  with.  This,  as  a  rule,  only  occurs  in  cases 
in  wlipch  previous  monorrhagia  has  reduced  the  patient  to  a  con- 
ditiom  of  profound  anasmia,  or  in  cases  of  atrophic  endometritis 
{i.  e.  Hie  la.st  stage _of  interstitial  endometritis).    In  some  cases, 
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portions  of  detached  endometrium  are  expelled  at  the  menstrual 
periods,  or  eveii  entire  ca-sts  of  the  inside  of  the  uterus.  This 
latter  constitutes  the  so-called  exfoliaMm^  e^idojnBtritis  {v.  page 
23). 

Leucorrhoea  (Aeukoc,  white;  piu),  I  flow)  is  usually  present 
in  all  varieties,  but  it  is  especial] profuse  in  the  j;landula£_form. 
.  In  the  other  forms,  the  source  of  the  discharge  is  most  probably 
the  cervical  glands,  which  are  involved  in  an  accompanying 
endocervicitis. 

Pain  in  varying  degree  is  a  very  common  symptom.  It  comes 
and  goes,  being  rendered  worse  in  its  frequency  of  onset  and  its 
severity  by  prolonged  standing  or  walking,  or  over-exertion  of 
any  kind.  It  is  referred  to  the  iliac  fossae,  the  back  especially 
the  lumbar  region,  and. the  peringeum.  Frequently,  it  occurs  as 
dysmenori'hoea,  especially  in  exfoliative  endometritis  (r.  page  23) . 

General  pelvic  discomfort  is  caused  by  the  increase  in  size  of 
the  uterus  and  the  frequent  presence  of  displacements.  It  con- 
sists in  a  feeling  of  weight  and  fulness  in  the  pelvis,  and  a 
"  bearing-down  "  sensation. 

Lastly,  sterility  is  often  the  result  of  chronic  endometritis,  and 
is  due  either~t"o~the  diseased  endometrium  offering  an  unsuitable 
nidus  for  the  reception  of  the  ovum,  or  to  the  pathological 
s^jieti^n  of  the  uterine  and  cervical  glands  proving  fatal  to  the 
spermatozoa. 

On  examination  of  the  patient,  the  uterus  is  found  to  be 
somew^t  enjar^d.  especially  in  glandular  and  heemorrhagic 
endometritis,  and  the  si^e^a^TJ^ength  of^tji^caAaty  are  increased. 
The  consistency  of  the  uterus  may  be  much  softer  than  normal, 
or  on  the  other  hand  it  may  be  much  firmer.  The  latter 
condition  is  especially  met  with  in  cases  associated  with  very 
chronic  myometritis.  The  uterus  is  usually  more  tender  than 
normal,  in  proportion  to  the  acuteness  of  the  case.  Its  mobility 
is  not  affected,  unless  the  condition  is  accompanied  by  the 
presence  of  pelvic  adhesions  or  parametritis.  Its  position  is  not 
necessarily  altered,  but  in:__maiiy^_cases  retro-deYiatiQiis  are 
present,  owing  to  the  increase  in  size  of  the  uterus  and  the 
relaxation  of  the  ligaments.  The  cervix  is  very  commoiily 
liypertrophied,  and  there  may  or  may  not  be  an  erosion. 

(b)  General  Symptoms. — The  general  constitutional  symptoms, 
arising  as  the  result  of  chronic  endometintis,  vaji'V  g-ypa^tjy  in 
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different  subjects.  They  consist  in  the  occurrence  of  permanent 
or  fugitive  ilLdefinedj^aiiis,  Ojspepsia,  cardiac^palpita^ 
ne^iralgias,  migraiiie,  and  symptoms  of  rectaL  a^ncL^YSsipal 
iiTit.atipn.  4a^isi  is  often  present  in  those  forms  which  are 
associated  with  menorrliagia  and  metrorrhagia.  In  some  cases, 
symptoms  are  observed  at  intervals  arising  from  the  absorption  of 
bacterial  products  from  the  uterus  (Doleris),  and  consisting  of 
shivering,  vomiting,  debility,  and  slight  jaundice. 

Treatment. — The  satisfactory  and  complete  cure  of  chronic 
endometritis  is  often  a  very  difficult  matter.  The  rational  treat- 
ment, and  the  only  one  which  gives  any  good  results  in  very 
chronic  cases,  consists  in  : — 

(p  The  removal  or  cure  of  any  condition  which  tends  to 

keep  the  uterus  in  a  state  of  congestion. 
{2^  The  removal  of  the  diseased  endometrium.  ' 
(3]  The  adoption  of  such  measures  as  will  ensure  the 
growth  of  a  healthy  endometrium. 

(IJ  The  measures  directed  towards  the  removal  or  cure  of 
those  conditions  which  tend  to  keep  up  the  congestion  of  the 
uterus  consist  in  : — the  correction  of  dispjacenieiits ;  the  stretch- 
ing  or  breaking  down  of  adhesions  ;  the  removal  of  tumours  of 
the  ajinexa  or  of  the  uterus ;  the  reKef__of  chj;wc_cgnstip^^^  j 
the  prevention  of  too  frequent  coitus,  or  of  coitus  at  all  in  some 
cases ;  and  the  cui^e_of__cervicaJ  J^er^^  or  erosions,  by 
trachelorrhaphy,  amputation  of  the  cervix,  or  the  application  of 
caustics. 

(2^  The  removal  of  the  diseased  endometrium  is  best  and  most 
quickly  brought  about  by  the  curetting  of  the  uterus,  followed 
by  the  iiijection  of  caustics  {v.  page  325) .  In  some  instances,  it 
may  be  thought  preferable  to  trust  to  the  injection  of  caustics 
alone ;  but,  except  in  mild  cases,  the  relief  which  this  proceeding 
affords  is  not  as  rapid  or  as  complete  as  is  that  afforded  by 
curetting.  The  caustic,  which  is  most  usually  injected  after 
curretting  in  these  cases,  is  one  of  the  following  : — Chloride  of 
zinc  (50  per  cent.),  iodised^phenol  (iodine  1,  liq.  carbolic  acid  3), 
tincture  of  iodine,  or  liquid  carbplic  aci^  The  first  three  are 
injected  by  means  of  a  Braun's  syringe  {v.  Fig.  48)  ;  the  last  is 
best  applied  by  means  of  a  sound  wrapped  round  with  cotton 
wool. 

In  mild  cases  of'endometritis,  it  is  sometimes  found  sufficient 
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to  apply  ftsbi'ingents,  or  mildly  caustic  solutions,  to  the  endomet- 
rium by  means~of  Bandl's  hollow  sound  {v.  Fig.  49).  This 
instrument  is  used  as  follows  : — The  vagina  is  Avell  douched,  and 
a  cylindrical  speculum  of  the  largest  size  which  can  he  intro- 
duced is  passed  into  the  vagina,  and  rotated  until  the  cervix 
projects  into  its  upper  orifice.  The  anterior  lip  is  then  cauglit 
in  an  American  forceps,  and  the  hollow  sound  is  passed  into  the 
uterus.  The  speculum  is  filled  with  the  solution  which  it  is 
proposed  to  use,  and  the  latter  is  carried  into  the  uterus  by 
partially  withdrawing  and  again  pushing  up  the  sound  several 


Pig.  48. — Braim's  syi-inge  for  injecting  fluids  into  tlie  uterine  cavity. 
A,  syringe  ;  b,  nozzle. 

times.  The  solutions  generally  used  for  this  purpose  are 
pyroligneous  acid,  sulphate  of  copper  (40  grs^  to  the  ounce), 
iii^te_of^]xer  (20  to  30  gTS.  to  the  puiice),  and  chloride  of 
zinc  (40  grs.  to  the  ounce.)  In  cases  due  to  gonoi'rhoeal  infec- 
tion, a  piece  of  gauze  soaked  in  a  two  and  a  half  to  a  five  per 
cent,  solution  of  protargol  may  be  passed  into  the  uterus,  and 
allowed  to  remain  there  for  twenty-four  to  forty-eight  hours, 
and  this  procedure  repeated  several  times. 

In  fame  jh^giorrhagic  endometritis,  curetting  and  the  applica- 


Fig.  49.— Bandl's  hollow  sound  for  introducing  fluids  into  the  uterine  cavity. 

tion  of  caustics  may  be  tried,  but  it  is  usually  found  necessary 
to  extirpate  the  uterus  in  order  to  check  the  haemorrhage.  The 
intra-uterine  injection  .of  steam  (Pincus)  has  been  sometimes 
found  of  use  in  these  cases  {v.  page  327). 

(3^  As  has  been  mentioned,  Q^j^tting  is  the  best  and  most 
rapid  method  of  removing  diseased  endometrium,  but  the  treat- 
ment of  the  case  cannot  be  considered  as  finished  once  this 
operation  is  performed.  It,  ajone,  is  rai  c  l y  sufficieiat,,tQ^e^g4t_a 
c_ure,  for  in  addition  to  the  removal  of  the  diseased  endometrium, 
it  is  necessary  to  ensure  as  far  as  possible  the  growth  of  a 
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Ileal tliy  endometrium.  To  obtain  this  result,  it  is  usually 
necessary  that  the  new  endometrium  should  be  again  in  part,  or 
entirely,  removed  by  the  ai3plication  of  mild  caustics.  In  long- 
standing cases  of  chronic  endometritis  the  application  of  some 
of  the  above-mentioned  drugs  by  means  of  Bandl's  sound  is 
necessary.  The  first  application  may  be  made  a  fortnight  or  so 
after  the  curetting,  and  repeated  some  three  or  more  times, 
according  to  the  nature  of  the  case,  at  intervals  of  a  week  or  a 
fortnight. 


Cjervical  Metritis. 

Cervical  metritis,  like  corporeal  metritis,  may  occur  under  two 
forms  : — 

1.  Acute  cervical  metritis. 
II.  Chronic  cervical  metritis. 

L-  Acute  .  Cervical  Metritis. — Acute  cervical  metritis  is  a 
very  rare  condition,  except  in  association  ^vith  acute  corporeal 
metritis.    Occasionally,  however,  it  occurs  by  itself. 

-Miolo^. — The  etiology  of  acute  cervical  metritis  is  practi- 
cally the  same^as  the  aetiology  of  the  acute  form^^of  corporeal 
metritis,  (^mixhma  is  perhaps  its  commonest  _ca^se,  in  those 
cases  m  which  the  cgryix  alopejs  attacked.  In  those  cases  due 
to  the  invasion  of  septic  micro-organisms,  the  entire  uterus  is 
usually  affected.  Septic  infection  most  commonly  occurs  after 
parturition,  or  more  rarely  after  gyneecological  operations. 

Pathology. — The  cervix  is  enlarged,  oedematous,  injected,  the 
exfernal_"os_j)a^^^  and  the  cervical  canal  slightly  everted. 
If  the  inflamed  surface  is  rubbed  Avith  the  finger,  slight  bleeding 
occurs.  In  the  septic  form,  there  is  usually_a  pseud^-membra- 
no^^_g£§y_^|SSdatigJi  covering  the  abraded  areas.  There  is 
also  a  ijjoEij^e,  sometimes_f^tid  discharge.  The  same  changes 
are  found  in  the  glands  and  interstitial  tissue,  as  in  the  cor- 
poreal form. 

SyjLWtoms. — If  the  uterus  is  infected  as  well,  the  symptoms 
causedby"  the  cervical  condition  will  be  obscured  by  those 
caused  by  the  uterine  condition.  H  the  cervix  alone  is  affected, 
the  symptoms  Avill  be  the  same_  as  those  caused  by  an  acute 
vaginitis  [v.  page  45). 

Complications. — The  danger  of  acute  cervical  metritis  is  that 
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the  infection  iQa^xteiid  to  the  uterine  cavity,  and  so  set  up  an 
acute  corporeal  metritis  with  its  possible  train  of  resulting  com- 
plications. 

Tj^^^t. — The  treatment  of  these  cases,  if  complicated  by 
acute  vaginitis  or  corporeal  metritis,  will  be  the  same, as  thatjjf 
the  complication.  If  it  exists  alone,  it  is  treated  by  rest  in  bed 
and  by  the  use  of  warm  vaginal  douches,  insufflation  of  iodofgrm 
on  the  cervix,  and  the  tamponing  of  the  vagina  witliio^j^QEJn 
gauze  or  with  plugs  of  cotton  wool  soaked  in  g;j££ie£mfi_aj2.d 
ichtiiyol,  and  of  the  cervix  with  gauze  soaked  in  a  two  and  a 
half  to  five  per  cent,  solution  of  protargol. 

II.  C^R0Nic_CERVjCAji^^g_3pm  — Chronic  cervical  metritis 
most  usually^attacks  all  the  tissues  of  the  cervix.    As  a  rule,  the 


Fig.  50. — Section  of  tlie  normal  mucous  membrane  of  tlie  cervix.  Slightly 

enlarged.  (Wyder.) 

glandular  and  interstitial  structures  of  the  mucous  membrane 
are  the  parts  most  involved,  hence  the  condition^  is_  comm only 
known  as  endqcervioiiis  {iv'Bov,  within;  cervix,  the  neck). 

^Up^oQl/- — The  causes  of  endocervicitis  are  very  much  theS^Siiik 
sajne_a.si_th^se_of__en^^  with_Avhich  it  Js__most_asually 

associated .  either  as  an   antecedent  condition   or  as  a  con- 
sequence. 

Pathology. — The  cervix,  is  hypertrophied,  somewhat  oedema- 
tous,  and  its  ligs_exerted.  Under  the  microscope,  the  same 
changes  are  seen  as  in  endometritis,  with  the  exception  that 
there  is  a  greater  tendency_to  the  formation  of  retention  cysts — 
NabotJucui  follicles — owing  to  the  mouths  of  the  glands  becoming 
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obstructed.  In  some  cases,  these  follicles  by  their  weight  force 
their  way  through  the  layer  of  cervical  tissue  that  separates 
them  from  the  surface,  outside  the  cervical  tissue,  to  which  they 
remain  attached  by  a  pedicle,  so  forming  a  mucous  polypus.  So- 
'  <-*alled  eM2?.y(,.fif  tiiejc^rvix  situated  on  the  mucous  membrane 
below  the  os  externum  are  also  very  frequently  present  (r.  Fig. 


Fig.  51. — The  so-called  "  erosion  "  of  the  cervix.    (After  Kelly.) 

51).  The  name  given  to  this  condition  gives  a  very  false  idea 
of  the  anatomical  changes  present  in  the  majority  of  cases. 
It  is  not  an  erosion — in  the  true  meaning  of  that  term — but  a 
change  in  the  nature  of  the  tissues,  due  t^  their  lj^pei^trop]iy 
anxl_Jiy3).§rglasia  rather  jthan  to  ulceration.  As_  a  result 
oJ__th^__cpntim^  of   the  portion  of   cervix  below 
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the  OS  externum^  by  discharge  constantly  flowing  over  it^  the 
squamgu|^_agithelj^ini,  which  normally  covers  it,  is  shgd,  and 
its  place  is  taken  hj_  a  dqwnfflo_wthofjbhecu^c  epithelium 
whighjisgs^th^  cervicq^^^,glands.  At  the  same  time,  these  cervical 
glands  proliferate,  and,  extending  downwards,  are  found  opening 
on  to  the  altered  patch  of  cervical  mucous  membrane.  As  seen 
under  the  microscope,  the  altered  tissue  closely  resembles  the 


Fig.  52.— Sections  through  the  so-called  "  erosions  "  of  the  cei-vix.    a,  h.  Papil- 
lary erosion,    c.  Follicular  erosion.    Slightly  enlarged.  {Pozzi.) 

structure_of  an  adenoma,  and  consequently  the  condition  is 
sometimes  described  as  an  adenoma  of  the  cervix.  If  the  glands 
pass  inwards  perpendicularly  to  the  surface  of  the  cervix,  they 
intercept  small  portions  of  tissue  between  their  mouths,  and 
under  the  microscope  a  papillomatous  appearance  is  the  result — 
pcqnllary  erosion  {v.  Fig.  52,  a,  b).  If  the  mouths  of  several  of 
the  glands  become  obstructed,  leading  to  the  formation  of 
numerous  small  retention  cysts,  the  condition  is  known  as  a 
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follicular  erosion  {v.  Fig.  52,  c).  When  the  formation  of  follicles 
is  associated  Avith  a  marked  hypertrophy  of  the  cervical  tissue, 
the  condition  known  as  Virchow's  follicular  hypertrophy  of  the 
cervix  results.  In  these  cases,  the  growth  thus  formed  may  be 
so  large  as  to  reach  to  the  vulvar  orifice.  Qccasion^y,  in  ver}'^ 
chronic  cases,  the  layer  of  cubical  epitheliujn  which  covers  the 
so-called  erosion  is  de_stroyed,  and  thus  a  true  erosion  or  ulcera- 
tion  occurs  (Diihrssen).    Such  a  condition  is  commonly  met  with 


Fig.  53. — Glandiilar,  or  niucotis,  polypus  of  the  cervix.    Section  enlarged  aboii 
60  diameters,    a,  a.  Superficial  elevations  on  siu-face  of  polypus,  covered 
by  cylindi'ical  epithelium,    h.  Depression  between  elevations,  into  which 
glands  are  opening,    g.  Deeper  portions  of  glands,    v,  v.  Blood-vessels. 
{Cornil.) 

in  cases  of  long-standing  prolapse  of  the  cervix.  A  mucous 
polypus  resembles,  in  its  microscopical  appearance,  the  tissue 
found  in  an  erosion,  save  that  the  glands  are  more  dilated,  and 
even  in  some  cases  are  altered  into  cystic  cavities  [v.  Fig.  53) . 

Ectxjxpion  of  the  cervix,  which  is  a  very  common  cause  of 
endoceryicitis,  is  frequently  confounded  Avith  erosion.  Ectropion 
is  the  term  applied  to  the  exposure  of  the  cervical  canal  wliich 
results  from  deep  laceration  of  the  cervix  [v.  Fig.  91).  Its 
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appearance  _closely  reseTiibles  that  of  an  erosion,  as  in  both  the 
termination  of  the  cervix  is  composed  of  tissue  which  should 
normally  cease  at  the  os  externum.  In,^^££QsymJiaw^vei',Jhere 
is  an  actminiew^foinuatio^  of  such  .tissue,  while  in  ectropion  it  is 
only  the  exposure  of  already  existing  tissue. 

Sifvipt^js. — The  cervix  is  enlarged  and  gaping,  and  a  thick 
pu^uIenior"muco-pnrulent  discharge  issues  from  it.  A  papillary 
erosion  impai^ts  a  curious  velvety  sensation  to  the  fingers ;  a 
follicular  erosion  gives  a  sensation  as  if  small  grains  of  shot 
lay  beneath  the  mucous  membrane.  If  any  of  the  follicles  have 
become  pedunculated,  they  may  be  felt  protruding  from  the  os. 
An  ectropion  is  distinguished  from  an  erosion  by  seizing  the  lips 
of  the  cervix  in  a  bullet  forceps,  and  bringing  them  together  in 
such  a  manner  as  to  restore  the  original  shape.  If  the  condition 
is  one  of  ectropion,  the  inflamed  cervical  lining  will  disappear. 
If,  however,  it  is  an  erosion,  there  will  still  be  the  altered  patch 
of  mucous  membrane  visible.  The  subjectiye^yg^toins  are  the 
same  .as  those  of  end^gmetrj^s,  Avith  the  exception  of  menstrual •^>l;^a^ 
disturbaiices,  but.ji§.^a_rule  there  is  a  morepro|use  leucoriJioea. 

Treatment. — This  consists  in  the  cure  of  accompanying  enrjp- 
iIieii^tis_aniL-:mgilljiis,  in  the  removal  of  erosions,  in  the  suture 
of  cer\dcal  lacerations,  and  in  the  cjii::gtting  and  cauterisation  of 
the  cfirxifiaLcanS'l-  It  is  sometimes  thought  advisable  to  attempt 
to  cure  erosions  by  means  of  the  frequent  application  of  caustics, 
but  this  is  a  most  tedious  process,  as  Avill  be  easily  understood 
if  the  nature  of  the  pathological  change  is  taken  into  account. 
In  some  cases,  erosion  and  ectropion  will  get  well  of  themselves 
after  a  long  time,  a  result  which  is  brought  about  by  the  gradual 
atrophy  of  the  glands,  and  the  accompanying  ingrowth  of  the 
compound  squamous  epithelium  over  the  denuded  area.  In  all 
cases__pf_large_  erosions  or  great  hypertrophy^  of  the_  cervix,  a 
much  more  rapid  cure  will  be  obtained  by  amputation  of  the 
Qg^^  by  Simon-Marckwald^s  method  {v.  page  313),  or  by  ex_cis^n 
oL^lfiXegyjcalnij^^^  by  Schroeder's method.  While, 

in  the  ^aseofjxt^^  tra^elorrha^iy  by  Emmet's 

or  Sanger's  method  is  the  most  suitable  form  of  treatment  (r. 
pages  314,  316). 


CHAPTEE  IX. 


DISEASES  OF  THE  UTEEus  {continued). 


New  Growths  of  the  Uteras. — Myomata  ;  etiology.  Pathological  Anatomy, 
Secondary  Changes,  Symptoms,  Diagnosis,  Prognosis,  Treatment — Malig- 
nant Neoplasms  ;  Carcinoma  of  the  Body  ;  Pathological  Anatomy, 
Symptoms,  Diagnosis,  Prognosis,  Treatment :  Carcinoma  of  tlie  Cervix ; 
Pathological  Anatomy,  Symptoms,  Prognosis,  Treatment :  Sarcoma ; 
Varieties,  Pathological  Anatomy,  Symptoms,  Diagnosis,  Prognosis,  Treat- 
ment :  Deciduoma  Malignnm ;  JjJtiology,  Pathological  Anatomy,  Sym- 
ptoms, Diagnosis,  Treatment — Tuberculosis  of  the  Uterus ;  Varieties, 
Diagnosis,  Treatment. 


The  benign  neoplasms  whicli  are  met  with  in  tlie  uterus  are 


as  folloAvs  :- — ^ 

(1)  Fibro-myomata. 

(2)  Adenomata.       ^JLa--^-^-^^ '^--^-'^"^'^'^^ 

(3)  Fibro-adenomata  or  adeno-fibromyomata. 
Fibro-myomata  are  so  important  as  to  require  a  section  to 

themselves.  Adenomata  have  been  already  described  iinder 
glandular  endometritis  {v.  page  112).  It  is  very  questionable 
whether  this  condition  should  be  considered  as  a  neoiDlasm,  and 
not  as  being  merely  the  result  of  inflammatory  changes.  For 
this  reason,  the  author  prefers  to  discuss  it  under  the  head  of 
metritis. 

Fibro-adenomata,  or  adeno-fibromyomata  as  they  are  more 
correctly  called,  nnouv  wht^n  o'lanrlnLnr  rl RYgj,ypiT!pn t  takes  place 
in  a  fibro-myoma.  The  origin  of  the  glandular  tissue  may  be 
either  pre-existing  uterine  glands  which  have  made  their  way 
into  the  interior  of  a  fibro-myoma  (Legieu),  or  the  remains  of 
aberrant  portions  of  the  Wolffian  bodies  (Recklinghau.sen). 
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FiBRO-MYOMATA. 

Fibi-o-myomata,  or  myoinata  (/uvg,  a  muscle),  or  uterine 
fibroids,  as  tliey  are  variously  called,  are  the  most  important 
of  the  benign  uterine  neoplasms. 

/Rfioloqy. — Two  theories  have  been  suggested  as  the  cause 
of  myomata  : — 

(1)  That  they  are  the  result  of  irritation. 

(2)  That  they  are  the  result  of  some  congenital  error. 

^1)  The  first  theory,  which  was  originally  suggested  by 
Virchow,  is  the  one  more  generally  adopted.  It  is  believed, 
that,  undej;_^e^  influBn^e_o.f  some  irritant,  myomata  startLjn 


Fig.  54. — Pibro-myoma  of  the  uterus.    Microscopical  section.  (Pozzi.) 


the  e^gteni^j^cjoaj;,  or  tunica  adventitia,  of  the  uterin^  cg.pillfi.viRs 
OJL-Small^rteries  (Gottschalk).  What  the  nature  of  ^the 
primary  irritant  is,  has  not  been  determined.  Some  authorities 
suggest  that  it  may  be  microbic  infection.  MxQjnata,^s_a_r^ale, 
i3rely_gtaij;Jn^^  and  it  may  be 

that  their  development  is  due  to  the  fact  that,  owing  to  the 
non-occurrence  of  pregnancy,  the  cells  in  the  walls  of  the  blood- 
vessels undergo  an  abnormal  hyperplasia  as  a  result  of  being 
deprived  of  the  normal  hypei-plasia  Avhich  Avould  be  the  result 
of  pregnancy. 

^2]__The  second  theory,  that  myomata  are  the  result  of  some 
Ci2.ngenital  errQiii)l_£Lej.£kpmeiit,  was  started  by  Cohnheim.  and 
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has  been  upheld  hj  Leopold.    It  has  not  received  very  much 
support^  owing  to  the  general  lack  of  evidence  in  its  favour. 
Pathological  Anatomy. — A  uterine  fibro-myoma  is  composed 


2 


Fig.  55. — Section  tliroug'h  an  interstitial  myoma,  springing  from  the  fundus. 
1.  Main  mass  of  the  myoma.  2.  Capsiile  formed  by  thinned-oiit  uterine 
wall  and  peritoneum,  and  containing  dilated  veins.  3.  Cavity  of  uterus. 
4.  Cervix.  5,  5.  Enlarged  and  cedematous  ovaries.  6.  Falloijian  tube. 
{Roharts.) 

of  both  ufiigtripgd  JiWScle  cells  and  fibi-o\is  tissue  (r.  Fig.  54). 
In  some  tumours  the  fibrous  tissue  predominates,  in  others  the 
muscular.     Myomata  are  more  or  less  circular  in  foinn,  and 
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on  section  present  a  concentricaUY  laminated  appearance,  and 
vary  in  size  from  that  of  a  pea  to  that  of  a  nine  months' 
pregnancy  {v.  Fig.  55).     They  a.re  usually  multiple,  and  tend 
to  grow  in  one  of  the  following  ways  {v.  Fig.  56)  : — 
~  (JJ  Inwards  into  the  uterine  cavity, — submucous  rn^^oma. 

(2)  Outw^,)-(^s  into  the  abdominal  cavity, — subs^rpus  or  sub- 

(3)  Between  the  layers  of  A^>j.Jiie^riiiejwjillj  so  that  there  is 
always  a  covering  of  normal  uterine  tissue  between  the  myoma 
and  the  surface, — in terst  itifll_urv:nn-i a,. 

Either  a  sabmucous  or  subperitoneal  myoma  may  become 
pedunculated. 


Secoiularif  Chanoes. — The  following  changes  may  take  place 


Fig.  56.— Utems  showing  the  various  positions  in  which  myomata  may 
develop.  1.  Peckmralated  submucous  myoma.  2.  Sessile  submucous 
myoma.  3.  Interstitial  myoma.  4.  Subperitoneal  myomata.  (From  a 
specimen  in  the  possession  of  Dr.  H.  C.  Earl). 


in  myomata.  Some  of  them  may  be  regarded  as  nature's 
attempt  to  remove  the  tumour  and  so  are  beneficial,  whilst 
others  are  quite  the  reverse  : — 

(1)  ^^^^^^egeneration.  This  change  implies  an  increase 
in  the  fibrous  tissue  of  the  myoma  at  the  expense  of  the  muscular 
tissue.  As  a  result,  the  tumour  becomes  very  much  harder 
than  before,  and  its  blood-supply  is  diminished.  On  this 
account,  there  is  less  tendency  to  menorrhag-ia,  and  metrnr- 
rhasiaj  and  consequently  it  is  a  beneficial  chano-p. 
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(2)  F^ttv  deg-mieratimi.  This  change  occurs  as  the  con- 
secjiipiifP  of  a,  deprivation  of  blood,  and  results  in  the  marked 
diminution  and  sometimes  the  entire  disappearance  of  the 
tumour.  It  most  frequently  occurs  after  parturition,  and,  if 
the  uterine  cavity  is  infected,  there  is  considerable  danger  of 
sloughing  of  the  myoma  in  consequence  of  the  diminished 
blood-supply. 

(3)  Cystic  degenep^tion.     In  some  cases,  owing  to  various 


Fio.  57. — Fibro-cystic  tumoiu-  of  the  uterus.  1.  Solid  portion  of  the  tumour, 
showing  a  few  cystic  spaces.  2.  Large  cystic  cavity,  nieasm'ing  seven 
inches  in  diameter ;  it  has  no  distinct  lining  membrane ;  its  oiiter  surface 
is  covered  with  peritoneum.  3.  Another  cystic  cavity  of  a  similar  natui-e. 
{Boberts.) 


changes,  the  tumoui'  becomes  cystic,  and  is  then  known  as  a 
fibro-cystic  tumour  of  the  uterus  {v.  Fig.  57).  This  change 
may  be  Jprought  about  as  follows  : — 

(g)  The  tumour  may  undergo  a  myxomatous  degeneration, 
which  results  in  the  formation  of  numerous  small  dilatations 
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between  the  bundles  of  muscle -fibres.  These  dilatations  are 
filled  with  a  mucin-containing  fluid,  and  gradually  tend  to  get 
larger  as  more  of  the  surrounding  tissue  breaks  down.  Finally, 
one  or  more  large  cavities  are  formed,  Avhich  occupy  almost  the 
entire  interior  of  the  myoma. 

jh)  The  lymph  channels  of  the  tumour  may  dilate,  resulting 
in  the  formation  of  cavities  lined  with  endothelium,  and  filled 
\vith  lymph. 

(c)  There  may  be  present  in  the  uterine  wall  the  remains  of 
the  WolflSan  body  (Eecklinghausen),  or  invaginations  of  the 
uterine  glands,  which  have  been  dragged  downwards  into  the 
myoma  in  the  course  of  its  growth  (Legieu),  and  these  may 
become  cvstic.  In  such  cases  the  resultant  cavities  are  lined 
with  epithelium. 

(d)  Myomata  which  have  undergone  sarcomatous  degenera- 
-i.ion.  may  become  cystic  in  the  centre,  as  a  result  of  necrosis 

from  dimi]2jjjj^d^blood-supply^ 

(4)  M:)rgQmatoas  degenex^ion.  This  has  been  referred  to 
under  cystic  degeneration. 

(5)  Calcareous  degeneration.  This  change  consists  in  the 
deposit  of  lime  salts  in  the  tumour.  Most  usually,  they  are 
first  deposited  in  the  centre  and  travel  outwards  concentrically  ; 
more  rarely,  the  salts  are  deposited  at  first  in  the  capsule.  If 
the  myoma  which  becomes  so  affected  is  pedunculated,  it  may 
become  detached  and  set  free  in  the  abdominal  cavity,  in  the 
case  of  a  subserous  myoma  ;  in  the  uterine  cavity,  in  the  case  of 
a  submucous  myoma.  In  the  case  from  which  the  drawing  was 
made,  the  calcified  myoma  ulcerated  through  the  bladder  wall 
{v.  Fig.  58).  Part  of  the  calcified  portion  broke  off,  and 
falling  into  the  bladder  led  to  the  diagnosis  of  calculus  of  the 
bladder — the  uterine  condition  being  overlooked. 

(6)  In  some  cases  the  vessels  of  the  mj^oma  undergo  a 
marked  increase  in  number  and  size,  so  that  the  structure 
of  the  tumour  resembles  that  of  a  sponge.  Those  tumours  are 
known  as  cavernousj^r  telangiectoiia  mynmafn.  (Virchow). 

(7)  PjAtrefaction.  Putrefactfon  or"  l^uT"mnr;^,|,|mi  results,  if 
saprophytic  or  septic  organisms  invade  a  myoma  which  has 
been  to  a  great  extent  or  altogether  deprived  of  its  blood- 
supply.  Such  an  accident  is  most  likelv  to  ocmir  n.Hpv  pn.v. 
turition. 
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(8)  Malip-nant  deg-eneration.  Sarcomatous  dep-enerat.imi  is 
not  of  very  uncommon  occurrence^  and  is  a  possibility  wliicli 
must  be  borne  in  mind  wlien  discussing  the  advisability  of 


Fig.  58. — Calcareous  degeneration  of  a  sub-peritoneal  myoma,  a.  Urethra. 
B.  Bladder,  c.  Edge  of  gap,  result  of  ulceration  in  bladder-wall.  d.  Edge 
of  gap  in  capsiUe  of  myoma,  also  the  result  of  ulceration,  e.  Calcified 
masses  in  centre  of  myoma,  f.  Non-calcified  remains  of  myoma,  g.  Cai^- 
sule.  H.  Fallopian  tube.  k.  Ovary.  l.  Uterine  cavity,  m.  Vagina. 
(From  a  specimen  in  the  School  of  Physic,  Trinity  College,  Dublin.) 

operative  interference.  It  is  a  change  which  takes  place  very 
insidiously;  and;  when  it  is  diagnosed;  it  is  usually  too  late  to 
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completely  remove  the  tumour.  Onrnniomatous  dep-eA^j-fit^Qn  is 
very  much  more  rare  than  sarcomatous,  inasmuch  as  it  is  pro- 
bably o"^in  a  small  proportion  of  cases  that  the  pre-existing 
epithelium,  which  is  necessary  for  the  development  of  the 
carcinoma,  is  found  in  a  myoma.  In  these  cases,  the  starting 
point  of  the  carcinoma  is  probably  the  same  as  the  starting 
point  of  fibro-adenoma  of  the  uterus,  viz.— the  remains  of 


Pig.  59. — Pibro-myoma  of  the  titerus,  associated  with  adeno-carcinoma  of  the 
endometrium,  a.  Large  sub-peritoneal  myoma,  on  posterior  wall  of  uterus. 
B.  Interstitial  myoma,  c.  Papillomatous  malignant  outgrowths  springing 
from,  D,  posterior  wall  of  iiterine  cavity.  (Prom  a  specimen  in  Patho- 
logical Laboratory,  Trinity  College,  Dublin.) 

the  Wolffian  body,  or  portions  of  included  uterine  glands. 
Secondary  involvement  of  iv  myioil^,  by  carcinoma  starting  in  the 
endomeii  iiim,.is,  on  thv  other  hand,  by  no  means  an  uncomniQn 
occurrence.  A  typical  example  of  such  a  condition  is  shown  in 
the  accompanying  drawing  {v.  Pig.  59). 

^?|gnjTjfrtm^ — The  symptoms  caused  by  myomata  are  a  varying 
degre^o^menorrhagia,  metrorrhagia,  leucorrhoea.  dysmenor- 
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rhoea,  and  pam.  Symptoms  produced  by  the  pressure  of  the 
tumour  on  the  pelvic  and  abdominal  viscera  are  also  usually 
present. 

It  will  be  easily  understood  that  the  extent  to  which 
these  symptoms  occur  varies  very  greatly  in  different  cases, 
Speaking  generally^  they  may  be  said  to  depend  upon  the  fol- 
lowing points  : — 

(1)  The  situation  of  the  tumour,  i.  e.  whether  it  is  sub- 

peritoneal, interstitial,  or  submucous. 

(2)  The  condition  of  the  endometrium. 

(3)  The  size  of  the  tumour. 

(4)  The  age  of  the  patient. 

(5)  The  changes  which  the  tumour  is  undergoing. 

The  Situation  of  the  Turnover. — The  situation  of  the 
tumour  affects  to  a  marked  degree  the  amount  of  menorrliagia 
and  meti'Qj;rha.gia^— that  is  the  various  symptoms  of  endo- 
metritis, leucorrhoea,  and  dysmenorrhoea — that  occur  in  any 
case,  as  these  symptoms  to  a  large  extent  depend  on  the 
proximity  of  the  myoma  to  the  endometrium.  These  symptoms 
are  m^stmarkedju^ju^  and  least  marked  in 

pedunculated  subpei'itoneal  myomata. 

(2^  The  Condition  of  the  Endometrium. — The  condition  of 
the  endometrium  has  naturally  a  marked  effect  on  the  amount 
of  hfomorrhage.  Endometritis,  in  some  degree,  is  most  usually 
associated  with  myomata,  and  a.ccording_Jo_th^_^ 
the  li^m£iTh^£eJs_jDrofi^^  and  constant,  or  slight  and  occa- 
sional as  the  case  may  be. 

(3)  The  Size  of  'the  Tumour. — The  size  of  the  tumour  also 
a,ffects  the  amount  of  hgemorrhage,  unless  the  entire  grojdih 
is  subperitoneal.  In  all  cases,  a  myoma  causes  pressure 
symptoms  in  proportion  to  its  size  and  situation,  and,  if  it 
should  become  impacted  in  the  pelvis,  these  symptoms  will  be 
very  acute.  If  the  tumour  reaches  an  extreme  size,  intestinal 
atony  from  pressure  on  the  intestines,  and  cardiac  distress  and 
pulmonary  dyspnoea  from  pressure  upon  the  heart  and  lungs 
respectively,  may  result. 

(4)  ,  The  Age  of  the  Aiy^g^S2;^^oms  of  a  myoma, 
except  those  that  are  snlelv  due  to  the  size,  of  the  tumour,  will 

^  tend  to  diminish  at  the  onset  of  the  menopause.     In  some 
cases,  the  diminution  may  be  so  great  that  the  patient' returns 
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to  comparative  health,  in  others  the  change  is  not  so  marked 
AH  ^hP  svnmtQms  h.o.nn^e  worse  at  the  onset  of  and  during  a 

mPHRtrnal  period.  .  .  mT,_ 

'  (5)  The   Changes  which  the  Tumour  ts  ^tndergo^ng.-Lhe 
chai^-es  which  the  tumour  undergoes  have  in  some  cases  a 
marked  effect  upon  the  nature  and  amount  of  the  uterine  dis- 
charo-es.      Thus,   in  fiW^^Jegenggpikn,   hffimqi'.rhage  and 
leucmrhffia  are  lessened.     In  f.i.^y  rl.o-eneration.  haemorrhage. 
irikTlisenecL  and  while  at  first  there  is  an  increase  in 
the  leucorrhcea,  which  will  be  found  to  contain  fat-drops,  after 
a  time  this  discharge  will  also  be  diminished.     In  mabgnaijt 
degeneration,  the  discharge  is  a^_first_profuse,  and  almtervals 
tSre  m_ajbe  seierehffim2£r]iag£s.     As  soon  as  the  malignant 
oTowth  becomes  infected  by  saprophytic  or  septic  bacteria,  the 
discharge  becomes  sanious.     If  the  mvoma  sloughs,  there  is 
also  a  sanious  discharge,  and,  if  there  is  suppi^ya^^^OP,  E^s^ 

escapes.  . 

Diagnosis.— The  diagnosis  of  a  myoma  may  be  a  very  simple 
proceeding,  or,  on  the  other  hand,  it  may  be  a  matter  of  the 
greatest  difficulty  ;  or  it  may  even  be  impossible,  without  the 
aid  of  an  exploratory  laparotomy.  The  main, points  m  making 
a  diagnosis  consistJnJjfi^dgteiW  the  following  :— 

(1)  ^  The  existence  of     tumour  usual]x_Sfflltiiio^^  ^£2^- 

poratecUiU2JL£oaag^ 

(2)  The  palpation  of  both^ogtrigs  as  bodies  SQRarable  jroj,n 

t^e_t]iffii2iJi'- 

(3)  The  ebniination^of  the  possibility  of  jji-egiianc^-  as  a 
cause  of  the  uterine  enlargement. 

In  the  case  of  submucous  mj;^^  the  proipction  ,o,f  a 
tumour^into, thfi..  inJeriaL-OlJl^^-J^^^^^  determined  by  the 
sound  or  by  digital  exploration. 

(51  The"  histeiX^lthe_.gra^^ 
from_tlia_43e]vis,  a_ccomj3amecL by_ji^^ 
described  above. 

In  a  typical  case,  on  making  a  bimanual  examination,  a 
multinodular  tumour  will  be  found,  in  which  the  uterus  is 
incorporated,  and  which  moves  when  the  cervix  is  pulled  upon. 
The  ovaries  are  felt  lying  alongside  the  tumour  and  possibly 
their  connection  with  it  may  be  determined.  The  tumour  may 
be  freely  moveable,  or  on  the  other  hand  it  may  be  firmly  fixed 
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as  a  result  of  its  impaction  in  the  pelvis.  In  the  case  of 
a  submucous  or  interstitial  myoma,  the  uterus  may  preserve  its 
shape,  while  at  the  same  time  it  is  enlarged  to  a  varying  extent. 
Such  cases  are  most  readily  confused  with  pregnancy,  or,  if  the 
enlargement  is  but  slight,  with  chronic  corporeal  metritis.  The 
dig^nosig^^^^^^m^  JJEggSgig^;^  is  made  principally  \yy  the  history 
of  the  patient,  and  by  the  character  of  the  _  enlargement. 
In  pregnancy,  the  uterus  is  softer,  especially  the  lower  uterine 
segment;  the  body  is  more  globular;  it  may  be  possible  to 


Fig.  60. — A  svibperitoneal  myoma  springing  from  the  posterior  cervical  wall, 
and  lying  behind  the  j)eritoneum,  which  forms  the  posterior  wall  of 
Douglas'  ponch.  tr.  Uteriis.  ,  d.  p.  Douglas'  poiich.  p.  Peritoneum. 
M.  Myoma  springing  from  cervix.  (Prom  a  specimen  in  the  possession  of 
Dr.  Earl.) 

obtain  internal  ballottement ;  and,  when  the  sixth .  month  is 
passed,  it  is  possible  to  obtain  the  certain  signs  oj^  pregpancv. 
i.  e.  to  auscultate  the  foetal  heart  and  to  palpate  the  foetal 
parts. 

A  myomatous  uterus  must  also  be  distinguished  from  ovarian 
tumours,  enlargements  nf  ^'jig.  j^gjlfjpjpir'  tnbp!^.  Rxtr^-^^fin^fi 
pje.gnancy,  a  I.arge_j^tTO-""-terine .  h£emato.cej.e.  splenic  and  renal 
tumours,  and  iiLalignant  growtha^-Pf  apy  abdominal  organ, 
which  have  extended  into  the  pelvis  {v.  Fig.  60).  A  myoma 
such  as  that  shown  in  the   accompanying  drawing  can  be 


EIBRO-MYOMATA 

readily  mistaken  for  an  ovarian  tumour  cystic  tubes  or  a 
heemaLcele,  in  Douglas^  pouch,  or  for  the  body  of  an  enlarged 

retro  verted  uterus.  .      .  ^  a 

As  well  as  making  the  diagnosis  of  the  presence  of  a 
myoma,  its  situation  must  be  determined  as  accurately  as  pos- 
sible, as  the  question  of  the  proper  mode  of  treatment  will  to 
a  o-reat  extent  depend  upon  this. 

Pronnosis.-The  prognosis,  and  hence  the  question  of  the 
trea^g^f  niyomata,  dej^nd^on  very  much  the  same  con- 
ditkns  as  have  been  already  mentioned  as  influencing  the 
symptoms,  i.  e.  the  .it,n.,tion  and  size  ofjhe^tumour,  the.ag^t 
thepatient.  and  the "^^["^^S^ksay  take  place  or^ar^teking 
place  in  the  former.    Myomata  may  cause  death  by  the  con- 
ti^  loss  of  blood  ;  by  the  debilitating  effect  of  profuse 
leucorrhoeal  discharge  ;  by  the  pressure  they  exert  upon  vital 
organs;  or  by  forming  the  starting  point  of  mahgnant  growths 
On  the  other  hand,  subperitoneal  myomata  unless  they  are  ot 
large  size,  or  small  myomata— wherever  situated— which  start 
near  the  menopause,  may  as  a  general  rule  be  considered  as 
comparatively  harmless. 

Tjxatment.—The  treatment  of  myomata  is  somewhat  com- 
plex,  as  so  much  depends  upon  the  nature  and  circumstances 
of  each  individual  case.  The  various  measures  which  are 
adopted  will  be  best  considered  under  two  heads :  — 

I.  Palliative  treatment,  that  is  the  adoption  of  measures 
directed  towards  the  relief  of  the  symptoms  and  the 
checking  of  the  growth  of  the  tumour. 
II.  Radical  treatment,  that  is  the  removal  of  the  myoma 
either  with,  or  without,  the  removal  of  the  uterus. 
I.  Palliative  Treatment. — Measures  directed  towards  the 
relief  oJliie'symptoms  and"  the  checking  of  the  growth  of  the 
tumour  can  be  divided  into  the  following  classes  : — 

(a)  Medicinal  measures. 

(b)  Operative  measures. 

(a)  Medicinal  Measures. — Medicinal  measures  consist  in  the 
free  use  of  ergot,  either  hypodermically  or  by  the  mouth,  or  of 
drugs  such  as  Hydrastis  Canadensis  and  Cannabis  Indica.  The 
continued  use  of  ergot  was  introduced  by  Hildebrandt,  who 
recommended  the  injection  of  erggtin  (Ext.  Ergotte,  B.P.). 
He  used  the  small  amount  of  dve  centigrammes  (-78  gr.) 
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diluted  with  four  times  its  weight  in  water,  a  dose  which  may 
with  advantage  be  increased  to  two  to  four  grains.  Any  good 
preparation  of  Liquid  Extract  of  Ergot  mav  be  used  instead, 
the  dose  consisting  of  from  "twenty  to  thirty  minims  at  each 
injection.  Ergot  will  probably  tend  to  check  the  haemor- 
rhage and  growth  of  the  tumour  in  some  cases,  but  it  is  most 
uncertain  and  unsatisfactory  in  its  action.  The  Liquid  Extract 
of  Hydrastis  Canadensis  is  administered  in  doses  of  from~ten 
to  fifteen  minims  three  times  a  day,  and  the  Tincture  of  Can- 
nabis_Indica  is  administered  in  doses  of  from  five  to  fifteen 
minims. 

(b)  Operative  Measures- — Operative  measures  consist  in  the 
adoption  of  one  or  other  of  the  following  proceedings  : — 

(1)  Curetting. 

(2)  Electrolysis. 

(3)  Oophorectomy. 

(1)  Curetting. — Curetting  was  introduced  as  a  remedial 
agency  in  myomata  by  Winckel.  It  is  ojily  of  use  in  order  to 
remove  the  diseased  endometrium,  which  commonly  is  present 
in  association  with  myomata.  In  this  way,  it,  in  some  cases, 
brings  about  a  complete  though  temporary  relief  of  the  sym- 
ptoms. This  relief  will  be  of  longer  or  shorter  duration 
according  as  the  myoma  is  subserous  or  in  close  approxima- 
tion to  the  endometrium.  In  the  latter  case,  the  benefit  is 
extremely  transitory.  Curetting  is  often  of  value  as  a  pre- 
liminary to  a  more  radical  operation,  with  the  object  of  remo^dng 
endometrium  which  may  be  in  a  sloughing  or  otherwise  septic 
condition. 

(2)  Electivhisis. — -The  use  of  the  continuous  electrical  current 
in  myomata  was  first  brought  prominently  forward  by  Apostoli  in 
1886.  His  method  consists  in  subjecting  the  tumour  to  the  in- 
fluence of  a  continuous  current,  by  placing  the  jj^Qg^^iyft  R|gyjyode 
Qf_^bjDatterj  in^hejit^^  and  the  ne^'ativeelectrode  ujoon  the 
abdomina,!  wall  over  |,hf^  tp.mour.  The  intra-uterine  electrode 
is  made  in  the  shape  of  a  sound,  in  order  to  facilitate  its  intro- 
duction. The  abdominal  electrode  consists  of  a  large  flat  pad, 
in  order  that  there  may  be  a  considerable  area  of  contact 
between  it  and  the  skin,  as  in  this  way  the  irritation  and  pain 
caused  by  the  passage  of  the  current  is  diminished.  On  the 
first  occasion,  the  current  is  gradually  increased  in  intensity  up 
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to  50  to  80  milliamp&res,  kept  at  this  degree  for  five  minutes, 
and  then  gradually  reduced.  The  treatment  is  repeated  once 
or  twice  a  week,  and  the  maximum  strength  of  the  current 
gradually  increased  up  to  200  m.a.  If  the  treatment  is  pro- 
ducing a  beneficial  effect,  it  should  be  persisted  in  for  several 
months ;  on  the  other  hand,  it  is  useless  to  continue  it  for  an 
unduly  long  time,  if  there  is  no  apparent  benefit. 

Electrolysis,  when  properly  used,  has  in  some  cases  given 
temporary  benefit,  and  in  patients  who  are  near  the  meno- 
pause, this  benefit  may  last  sufficiently  long  to  enable  them  to 
reach  that  period  without  further  dangerous  haemorrhages.  In 
the  majority  of  cases,  however,  its  result  is  not  by  any  means  so 
good.  It  is,  to  say  the  best  of  it,  an  uncertain  mode  of  treat- 
ment, and  one  which  should  only  be  adopted  in  exceptional 
cases  such  as  in  the  case  of  women  who  are  approaching  the 
menopause,  who  will  not  submit  to  a  radical  operation,  or  in 
whom  such  a  proceeding  is  contra-indicated. 

(8)  Oof^^^^l^^l^^P^- — Double  oophorectomy,  with  the  obje.ct 
of  hastening  the_actvent  of_  the_nienoi3ause,  was  introduced  by 
Battey.  It  used  to  be  considered  as  the  operation  of  election 
in  cases  of  myoma,  but,  since  the  perfecting  of  the  technique 
of  hysterectomy,  it  has  fallen  into  the  position  of  the  operation 
of  necessity.  That  is  to  say,  so  far  from  being  considered  as 
the  most  suitable  operation  in  these  cases,  it__is^only_jxlopte^Ji 
thj_  nature  of .jlie  tumomij  jDr  condition  of  the  patient, 

rendeTS  hy^terectomj;^_in^3os^^  It  is  coming  to  be  more 
widely  recognised  every  day  that  a  woman  with  a  uterus  and 
no  ovaries  suffers  more  aftei-  the  operation  both  mentally,  and 
physically,  than  a  woman  who  has  her  ovaries  and  no  uterus. 
Oophorectomy  AYill_  not  give  _satisf actory  resultg,  iij...t]^ejiaag^gf_a 
soft  rapidly-bowing  myoma  ;  on  the  other  hand,  it  may  do  so 
in  the  case  of  tolerably  firm  myomata  which  are  not  showing 
any  tendency  to  rapid  growth.  Its  use  should,  as  a  general 
rule,  be  limited  to  such  cases  as  the  foregoing,  in  Avhich  the 
patient  is  near  the  menopause,  and  in  which  the  situation  of 
the  tumour  renders  its  complete  removal  more  than  oi'dinarily 
dangerous,  and  to  those  cases  in  Avhich  the  debilitated  condi- 
tion of  the  patient  renders  her  unfit  for  a  prolonged  operation. 

II-  ^ADiCAi^TREAMwr. — Operations  for  the  removal  of 
myomata  fall  undei^woheads  : — 
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(1)  Those  involviiag  the  removal  of  both  the  uterus  and 

the  myoma. 

(2)  Those  directed  towards  the  removal  of  the  myoma 

alone. 

(1)  Hysterectomy  is  the  operation  most  frequently  performed 
in  the_„case  of  large  myomn.tn,  The  different  methods  of  per- 
forming it  can  be  tabulated  in  the  following  manner :  

[  Partial, 
f  Ventral  ] 

^  Total. 

Hysterectomy 

r  Without  mutilation  of  the  uterus. 

Vaginal  - 

With  mutilation  of  the  uterus. 

The  nature  of  these  various  operations  will  be  discussed  in 
the  proper  place  {v.  page  388) .  For  our  present  purpose,  the 
terms  by  which  they  are  known  will  convey  sufficient  in- 
formation. 

The  form  of  hysterectomy,  which  is  chosen  in  any  particular 
case,  depends  upon  the  size  and  position  of  the  tumour.  Partial 
ventral  hysterectomy  is  suitable  in  those  cases  in  which  the 
lo^y  situation  of  the  tumour  does  not  prevent  the  isolation  of 
the  cervix.  Total  ventral  hysterectomy  rivals  the  last  opera- 
tion, as  the  operation  of  election  for  large  myomata.  Whether 
it  is  the  better  operation  for  all  cases  or  not,  it  has  at  all 
events  firmly  established  its  place  for  those  cases  in  which  it  is 
not  possible  to  isolate  a  cervix  suitable  for  ligation.  Further 
advantages  claimed  for  it  are  that  the  cervix  is  removed,  and 
hence  a  jDOssible  source  of  infection  of  the  pei'itoneal  cavity 
done  away  with,  and  that  there  is  not  the  sarae  risk  of 
secondary  hsemorrhage  that  there  is  after  partial  hysterectomy. 
Its  disadvantage  is  that  in  some  cases  it  takes  slightly  longer 
to  perform  than  does  the  latter  operation.  Vaginal  hysterec- 
tomy without  mutilation  of  the  uterus — that  is  Avithout  some 
attempts  being  made  to  reduce  the  size  of  the  uterus,  or  to  render 
its  shape  such  that  it  can  be  extracted  through  the  vagina — is 
rarely  possible  in  the  case  of  a  myomatous  uterus.  Vaginal 
hysterectomy  with  mutilation  of  the  uterus  may  be  performed 
in  the  case  of  small  myomata  which  do  not  extend  above  the 
pelvic  brim. 

(2)  Operations  directed  towards  the,T]^.^iiov|||  ^|3^f  itf^ff  JliYQ™^ 


FIBEO-MYOMATA 

alorie  are  two  in  number  ^-myomectomy,  and  enucleation  They 
Ir^tlosely  related  to  one  another  that  they  may  be  con- 
sidered together.    Either  of  them  can  be  performed  as  an 
abdominal  or  as  a  vaginal  operation,  and  hence  they  are 

classified  as  : — 

(rt)  Ventral  myomectomy  or  enucleation. 

(b)  Vaginal  myomectomy  or  enucleation. 
(a)  V^-niral  MyomectomLW:.Bm^MM'--^^^^'^^^  myomec- 
tomyis  the  most  suitable  operation  in  the  case  of  a  peduncu- 
lated subperitoneal  myoma,  ventral  enucleation  an  the  case  ot 
a  non-pedunculated  subperitoneal  or  interstitial  myoma,  which 
can  be  removed  without  permanent  injury  to  the  uterus  itselt. 
Tt.  piyomectomv,the  pedicle  is  tmnsfixad,  ligatfid^and  dmd££L; 
in  emicleation  the  capsule  of  the  tumour  is  ijiskad,  the  tumsmi' 
shelled  out,  and  its  i^orl  n].1.-fPr..tP.rl  bv  sutures  or  otherwise 
[v.  page  370). 

Enucleation  is  certainly  the  ideal  operation  for  those  cases 
in  which  the  myomata  are  small  and  do  not  involve  a  large  extent 
of  the  uterus,  as  it  leaves  the  latter  intact.  Its  disadvantages 
are  that  there  is  sometimes  a  difficulty  in  checking  the  hemor- 
rhage which  results  from  the  tearing  of  the  capsule,  and  that 
the  mortality  attendant  upon  it  seems  to  be  appreciably  higher 
than  after  hysterectomy. 

(5)  Vaginal  Mvom.p.r.tomv  or  ,%frieatiQM.— Vaginal  myomec- 
tomy or  PTiiip.lpn''!inn'''is  alwavs  indicate d' in  the_case  of  Eeduncu- 
ln.tP.f1  nr  sessile_..aibinucous.  mjomata,  and  also  in  the  .cage  of 
such  small  subperitoneal  mvomata  as  can  be  easily  .reached 
frQm_Jh§.  v2ina  ' through  the  anterior  or  posterior  fornix 

{v.  pages  333,  370).  _  ^ 

Pedunculated  submucous  myomata,  or  "fibrous  polypi,' 
which  have  been  expelled  from  the  uterine  cavity,  are  very 
much  the  easiest  to  manage  by  this  method.  In  their  case,  it 
is  only  necessary  to  seize  the  polypus  with  a  strong  forceps  and 
to  twist  it  gradually  away  if  the  pedicle  is  thin,  or,  if  the  latter 
is  very  thick,  to  divide  it  with  scissors  after  first  ligating  it.  If 
there  is  any  difficulty  in  checking  the  hasmorrhage,  the  uterus 
must  be  firmly  plugged  with  gauze. 

In  the  case  of  sessile  submucous  myomata,  or  of  polypi  which 
have  not  been  expelled  from  the  uterus,  the  process  of  removal 
can  be  carried  out  in  one  of  two  ways.     Either  the  cervix 
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can  be  dilated  by  means  of  sea-tangle  tents  and  Hegar's 
dilators  {v.  page  333),  or  the  anterior  wall  of  the  uterus  may  be 
split — after  first  separating  the  bladder  as  in  a  vaginal  coelio- 
tomy,  the  tumour  enucleated,  and  the  incision  sutured.  If  the 
tumour  is  of  large  size  it  may  be  necessary  to  remove  it  piece- 
meal— morcellation  {v.  page  334).  In  the  case  of  subserous 
myomata  which  are  attacked  through  the  vagina,  the  anterior 
or  posterior  fornix  is  opened — according  as  the  tumour  is 
growing  from  the  anterior  or  posterior  wall  of  the  uterus,  the 
capsule  of  the  myoma  is  incised,  the  myoma  itself  enucleated, 
and  the  cavity  sewn  up. 

MALIGNANT  NEOPLASMS. 

The  malignant  neoplasms,  which  are  met  Avith  in  the  uterus, 
are  as  follows  : — 

I.  Carcinoma. 
11.  Sarcoma. 
III.  Deciduoma  malignum. 

Carcinoma  Uteri. 

Cylindrical-celled  cancer  or  adeno -carcinoma^  may  start  in 
the  uterine  of  in  the  cerviC-^l  glands.  Squamous-celled  cancer 
can  only  arise  outside  the  os^  externmn.  that  is  in  that  portion 
of  the  cervix  which  is  covered  with  compound  squamous  epi- 
thelium. We  shall  discuss  cancer  of  the  body  and  of  the 
cervix  separately. 

Cakcer  or  THE^BoDY. — Cancer  of  the  body  is  alway^cylin- 
diicaLcelled,  save  in  the  exceptional  cases  in  which  it  is 
secondary  to  a  pre-existing  growth  in  the  cervix.  It  is  a  com- 
uaratively  rare  disease,  and  occurs  most  usually  in  Avomen 
between  fifty  and  sixty,  and  more  frequently  in  uulliparoi^s 
than  in  pai-ous  women. 

^njh£l(tf(ic^\l  ^yr^O'n'i'y. — The  growth  starts  from  the  cylin- 
drical epithelium  of  the  uterine  glands,  and  is  in  fact  an 
adeno-carcinoma.  It  then  continues  to  develop  in  one  of  two 
ways  ; — as  a  circumscribed  growth,  or  as  a  diifuse  growth.  The 
circumsci-ibed  form  is  the  rarer  of  the  two.  In  it,  a  tumour — 
sessile  or  slightly  pedunculatefl — is  found  springing  from  some 
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portion  of  the  uterine  wall,  while  the  remainder  of  the  mucous 
membrane  is  quite  unaffected.  In  the  dii¥use  form  the  malig- 
nant disease  involves  the  greater  part  of,  or  the  entire,  endo- 
metrium, and  then  spreads  outwards  into  the  muscular  coat 
(f.  Fig.  61.)  As  the  growth  of  the  disease  continues,  the  entire 
body  of  the  uterus  becomes  affected,  but  so  far  as  is  at  present 
kpown  extension  never  takes  place  into  the  cervix,  doubtle ss 
due  to  the  fact  that  the  _lymph  stream  flows  from  the  cervix7\^ 
in  the  direction  of  the  body.  Extension  takes  place  into  the 
brn!;i,d  ^jg-i^mfj^nts.  and  subperitoneany^all  round  the  uterus  ;  and, 


Pig.  61. — Adeno-carcinoma  of  body  of  uterus,  b.  Nodule  in  left  roimd  liga- 
ment, c.  Three  small  nodules  in  lymph  channels  of  left  broad  ligament. 
(Cullen.) 


finally,  any  of  the  neighbouring  organs  may  be  involved,  and 
metastases  may  occur  in  the  lungs  and  liver. 

S%im;g_tQr^.- — The  earliest  symptom  of  cancer  of  the  body  of 
the  uterus  is  the  occurrence  of  a  watery  blood-stained  dis- 
char^tj;^  which  very  quickly  becomes  sanious.  owing  to  the  in- 
fection of  necrotic  tissue  by  saprophytic  organisms.  At  the 
same  time,  there  is  constant  ipain  resembling  that  caused  by 
metritis.  As  the  growth  spreads,  the  discharge  increases,  and 
there  may  be  profuse  attacks  of  hEemorrhage  owing  to  ulcera- 
tion involving  the  walls  of  a  vessel.  The  pain  also  increases 
as  the  trunks  of  the  sacral  nerves  become  involved.     If  there 

.  ?^ 

I.' 


142 


PEACTICE  OF  GYNECOLOGY 


is  much  sloughing,  the  patient  may  have  the  svmntm-ns  nf 
sap  tic  absorption,  and  the  infection  may  travel  to  the  peritoneal 
cavity  and  cause  a  general  peritonitis.  In  the  last  stages,  the 
ureters  may  be  compi^essed,  so  causing  ^^^gg^^-gf^line  and 
consequent  ureemic  poisoning ;  and,  if  tlie  lungs  are  involved, 
metastatic  pneumonia  will  result. 

Diagnosis. — Cancer  of  the  body  of  the  uterus  in  its  early 
stages  will  be  suspected  from  the  f oregoin g,_s vmiD t oms.  espe- 


FiG.  62. — Carcinoma  of  the  body  of  the  iiterus.  Large  clusters  of  epithelial 
cells  lying  in  sijaces  between  the  nmscvilar  and  connective  tissue. 
n.  Smaller  cluster,    t.  Bundles  of  muscle  or  connective  tissue.  (Cornil.) 

cially  if  they  are  associated  with  a  more  or  less  uniform  enlar^-e- 
ment  of  the  uterus.  Its  existence  can  be  confirmed  by  the 
removal,  and  subsequent  microscopical  examination,  of  a  frag- 
ment of  the  endometrium.  Cancer  of  the  body  may  be  very 
closely  simulated,  so  far  as  the  symptoms  and  physical  signs 
are  concerned,  by  a  sloughing  submucous  myoma,  and  also  by 
some  of  the  forms  of 'Endometritis.  It  is  also  by  no  means  un- 
common for  malignant   disease   of  the  endometrium  to  be 
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associated  with  myomata,  and  in  such  cases  microscopy  affords 
the  only  means  of  diagnosis.  The  only  condition  which  may 
perhaps  be  confounded  with  malignant  disease,  if  a  careful 
microscopical  examination  is  made,  is  glandular  endometritis, 
owing  to  the  hyperplasia  of  the  glands  which  occurs.  A  dia- 
gnosis can  always  be  arrived  at  by  a  competent  pathologist,  if 
the  following  points  in  the  microscopical  appearances  of  canper 
are  borne  in  mind  : — 

(1^  The  e:githelial  lining  of  the  glaJldS-becomes  multiplied,  so 
that  masses  of  superimposed  cells  are  found. 

(2)  The  basement  layer  of  flat-Cells,  which  is  found  between 
the  glandular  cul-de-sacs  and  the  connective  tissue,  disappears, 
so  that  the  epithelial  cells  spring  directly  from  the  connective 
tissue  (Cornil). 

(3)  .  The  cilig;  of  the^  gells_are_Jgst  (Cornil). 

(4^  The  R-lands  extend  dejply  into  the  muscular  cojit  of  the 
aterus. 

It  must  be  most  carefully  borne  in  mind,  that,  if  patients 
suffering  from  cancer  of  the  uterus  are  to  be  ojDerated  on  at  a 
sufficiently  early  date  to  render  a  permanent  cure  possible,  a 
P^jiiftS-olilie^ejidomet^  ' 
exaininaiioT^^ 

rhagesjgersistingji^^  The  same  course  must 

also  be  adopted  in  the  case  of  young  women  where  recuri-ent 
haemorrhages  do  not  cease  after  the  ordinary  treatment  of  these 
cases — curetting,  etc. — has  been  tried. 

Prognosis. — If  the  uterus  is  removed  before  the  neighbour- 
ing  tissues  or  glands  are  implicated,  the  prognosis  is  o-ood. 
Ho  wever,  unfortunately,  it  is  not  often  that  the  patient  is  seen 
at  such  an  early  stage.  In  cases  in  which  the  patient  is  not 
operated  upon,  or  in  which  after  operation  the  growth  returns. 
death  will  occur  from  one  or  other  of  the  following  causes  : — 

(1)  Uramia  from  compression  of  the  ureters. 

(2)  S^^p^jjic  ab^sorptipn  from  the  sloughing  tumour. 

(3)  Perp^tonitis  from  the  same  cause. 

(4)  Anemia  due  to  long-continued  htemorrhage,  or  syncope 

from  a  sudden  attack  due  to  the  ulceration  of  the 
walls  of  a  blood-vessel. 

(5)  Int^i^^I.  obstructi^^        to  extension  of  the  cancer 

to  the  intestines. 
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(6)  Secondary  infectioji^Qf^the  lung-s. 

Treatment. — Radical  treatment,  consisting  in  the  performance 
of  hysterectomy,  is  always  indicated  under  the  following  _con- 
dition  : — That  the  disease  is  ap^parently  limited  to  the  uterus, 
as  shown  by  the  fact  that  no  appreciable  infiltration  of  the 
surrounding  tissues  or  of  the  lymphatic  glands  can  be  felt. 

The  form  of  hysterectomy,  which  has  been  most  usually 
practised  up  to  the  present,  is  vaginal  hysterectomy  {v.  page  359). 
Of  late,  however,  chiefly  following  the  teaching  of  Kelly  of  Balti- 
more, ventral  hysterectomy  is  being  introduced  as  the  operation 
of  election  for  these  cases.  The  advantages  which  this  latter 
operation  presents  are : — that  more  radical  measures  can  be 
taken  to  remove  the  whole  of  the  affected  tissues  round  the 
uterus,  and  even  the  infiltrated  retro-peritoneal  lymphatic 
glands  ;  and  that  the  uterus  can  be  removed  without  opening 
its  cavity,  as  is  frequently  necessary  on  account  of  its  size  when 
vaginal  hysterectomy  is  performed.  This  is  a  point  of  great 
importance,  as  when  the  uterus  is  removed  intact,  there  is  not 
the  same  risk  of  infecting  the  cut  edges  of  the  wound  with 
the  malignant  growth  from  the  interior  of  the  uterus.  The 
disadvantages  of  ventral  hysterectomy  are: — That  it  takes 
longer  to  perform  :  that  it  is  a  more  difficult  oj)eration  ;  and 
that  the  attendant  shock  to  the  patient  is  greater  than  in  the 
vaginal  operation. 

If  the  disease  is  too  extensive  to  permit  of  a  radical  operation, 
then  tem]3orai'y_relief  can  he  given  to  the  patient  by  cjamfctjjig- 
and  ca.uteriaing  the  interior  of__thg_jLtexj-is  as  recommended 
by  Marion  Sims  [v.  page  335).  If  this  proceeding  is  properly 
carried  out,  a  cast  of  the  inside  of  the  uterus  is  throAvn 
off,  and  the  resultant  benefit  to  the  patient  caused  by  the 
checking  of  the  sanious  discharge,  though  temporary,  is  con- 
siderable. 

Cakcer  of  the  Cervix. — Cancer  of  the  cervix  may  be 
either "sqn amous-ceiled,  wiien  the  growth  starts  in  the  portion 
of  the  cervix  which  is  covered  by  compound  squamous  epithe- 
lium, nr  nylindi'ical-celled.  when  it  starts  as  an  adeno-carcinoma 
from  the  cervical  glands.  It  is  a  very  much  more  common 
affection  than  is  cancer  of  the  body,  and  may  occur  at  any  time 
bfttween  the  ages  of  tw^j^ty-fiye  Mud  six;ty.^  Practically,  it  is 
only  met  with  in  women  who  have  borne  children. 
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Fig.  63. — Papillary  squamous-ceUed  cancer  of  cervix,    {k  scale.)    {Clark  ) 
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Patltoloqica I  Ana toviy . — Clinically  cancer  of  the  cervix  is 
met  with  in  one  of  three  forms  : — 

A  papiljjj^y^u^^  ,  in  which  a  wartv,  cauli- 

flower-likiT  m  ass  isTEundprojectiii^'  downwards  intoJ;he  \;agina. 
This  is  usually  a  sq uamous^cel) e d.  growth  {v.  Figs.  63,  64). 

{'2^  An  ulcerative  form,  in  which  the  malignant  growth, 
starting  iriTtl^B  ceryicaJ^_caiial,  hji^^^xtenj^d^^ouiwards^  the 

iQu^ijug^ineinbrane  {v.  Fig.  65).  In  the  later  stages  the  mucous 
membrane  does  become  involved,  and  the  entire  cervix  is  eaten 
away,  so  that  ou  passing  the  finger  into  the  vagina  a  large 
cavity  is  found  at  the  top,  resembling  an  inverted  crater 
{v.  Fig.  66). 

(3)  A  nodular  form  in  Avhich  the  disease  starts  a^  one  or 


Fig.  65. — Acleno-carcinoma  of  the  corx  ix,  aiiowmy  ouiy  slight  involvement  of 
the  vaginal  portion,  seen  from  below.    (Natural  size.)  (Cxdlen.) 

more  siTiallJcgvjiel-like  masses  in  the  cervical  tissue  {v.  Fig.  67). 

As  these  growths  c,2m^_Jo_Jhe_siii:fa£fi_aj^^ 

the  nodular  condition  disappears  and  ajoajDiJIai-j^^i^^ 

fojfljgd. 

Although  it  is  usually  considered  that  cancer  of  the  cervix 
never  tends.iii2_gxtendJnto.  the  uterus,  stiH,  isolated ^ases^^ve 
been  recorded  in  which  nodules  of  squamous-celled  cancer  have 
been  found  in  the  body,  and  in  which  a  direct  connection 
through  the  lymph  channels  has  been  traced  to  pre-existing 
cancer  of  the  cervix.  Such  cases  are  however  quite  exceptional. 

^^^m^toms^ — The  symptoms  resemble  those  of  cancer  of  the 
body.    In  the  early  stages,  they  may  be  very  slightly  marked 
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the  unfortunate  result  of  which  is,  that,  frequently  a  patient 
does  not  obtain  medical  advice  until  it  is  too  late,  for  anything 
to  be  done.  The  later  symptoms  of  the  case  are  the  result 
of  the  invasion  of  the  neio-hbouringL.,Qrgaag        ^l^e  groAvth. 


Fig.  66.-Squamo\TS-cell  cancer  of  the  cuivix  with  extension  to  the  vagina, 
showing  extensive  ulceration  of  the  cervix  tissue.  (Natural  size.)  (Cullcn.) 


Ureemia  may  occur  from  obstruction  of  the  ureters,  intestinal 
obstruction  from  involvement  of  the  rectum,  a  recto-vaginal 
fistula  from  the  same  cause,  or  a  vesico-vaginal  fistula  from 
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Fig.  67.— Adeno-carciuoma  of  the  cervix,  showing  nodular  masses  in  the  cervical 
tissue,  and  only  slight  involvement  of  the  mucous  membrane  of  the  vaginal 
portion  of  the  cervix.    (Natural  size.)  {Gullen.) 


Fig.  68.— Adeno-carcinoma  of  cervix.   Section  of  nodixle  gromng  in  the  cer' 
nmcous  membrane.  {Wydcr.) 
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involvement  o£  tlie  bladder.  Finally,  metastatic  growths  may 
occur  tlirougliout  tlie  body. 

Prognosis. — The  prognosis  of  cancer  of  the  cervix,  £Xfin 
after  early  operation,  is  rather  worse  than  the„.progno&js_of 
cancer  of  the  body,  inasmuch  as  the  liability  to  its  return 
seems  to  be  greater.  In  cases  in  which  the  patient  is  not 
operated  upon,  or  in  which  the  growth  returns  after  operation, 
the  causes  of  death  are  the  same  as  in  cancer  of  the  body. 

Treatment. — The  same  remarks  apply  to  cervical  as  to 
corporeal "^ncer.  If  possible  the  whole  uterus  must  be  re- 
moved. Hysterectomy  performed  through  the  vagina  is  the 
operation  usually  adopted  [v.  page  359).  Kelly  i-ecommends  the 
more  radical  abdominal  operation  in  these  cases  also.  The 
operation  devised  by  Werder  of  Pittsburg,  in  which  the  uterus 
is  removed  by  a  combined  abdominal  and  vaginal  operation, 
appears  to  offer  great  advantages  as  it  enables  a  very  complete 
separation  and  removal  of  the  vaginal  vault  to  be  carried  out. 
Supra-  or  infra-vaginal  amputation  of  the  cervix,  which  was 
formerly  considered  to  be  sufficient,  has  been-  rightly  given  uj). 

If  the  case  is  too  far  advanced  for  any  radical  treatmei^t, 
much  temporary  benefit  can  be  obtained  by  carrying  out  Marion 
Sims^  treatment _of  curetting  and  cauterisation  {v.  page  335.) 

Sa^coma^^^Uteri. 

Sarcoma  usually  occurs  durin^g^tj^^^ildUbearing  period.  In 
thi^  respect  it  differs  from  oajiGer  which  usually  starts  about 
the  menopause.     It  is  also  very  much_ j^rer^jbbaji-- 1 
and,  of  the  different  forms,  cervical  sarcoma  is  the  rarest. 

Varieties. — Three  forms  of  uterine  sarcomata  are  met  with: — 


(T),  Cervical  sarcoma,  or  cystic  myxo-sarcoma  of  the  cervix. 
(2^  Spindle- celled  sarcoma  of  the  muscular  coat  of  the 

uterus,  or  fibro-sarcoma.  . 
(3^  Round-celled  sarcoma  of  the  endometrium.|'^  js-c^^j-^pyui 
Patholociical  Anatomy. — Cervical  sarcoma  starts  as  a  collection 
of  polypi,  resembling  mucous  polypi,  hanging  from  the  cervix. 
These  polypi  are  soft,  semi-cystic,  and  grow  r£|,p^dly  until  finally 
the  mass  resembles  a  bunch  of  grapes  {v.  Pig.  69) .  Cervical 
sarcoma  may  also  occur  as  a  more  diffuse  form,  clinically  resem- 
bling squamous-celled  carcinoma.    Spind  1  e_-c elled  fibro-sarc oma 
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starts  in  the  thickness  of  the  inuscu]ai\CQat  pt_  the  uterus,  and 
grows  m  a  circmns.cribed  manner.  It  is  questionable  whether 
this  form  starts  as  a  sarcoma,  or  whether  it  is  the  result 


PiQ.  69.— Cystic  myxo-sarcoma,  or  grape-like  sarcoma,  of  tlie  cevvix.  (Kiistner.) 

of  sarcomatous  degeneration  taking  place  in  a  pre-existing 
myoma.  T? nun d ■  cellej_ sarcoma  of . the_.endomgtrmiP  occurs  in 
two  varieties':— as  a  localised  sessile  or  pedunculated  grojwth 
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varying  in  size  from  that  of  a  pea  to  that  of  a  small  hen's  egg 
{v.  Fig.  70)  ;  and,  as  a  diffuse  malignant  degeneration  which 
affects  part  of  or  the  entire  endometrium. 

St/mptoms. — The  symptoms  of  the  cervical  form  are  at  first 
very  slightly  marked,  but,  as  the  sarcoma  grows,  the 
symptoms  re.sult  as  in  cancer  of  the  cervi.v.    The  circumscribed 


Fig.  70.— a  circumscribed  round-cell  sai-.oma  of  tlic  ]n,d\  ..f  the  ut'.Tus. 
(Natural  size.)  {Cullen.) 

fibro-sarcoma  causes  at  first  the  same  symptoms  as_does_ji 
myoma,  save  that  it  grows  more  rapidly.  At  a  later  stage,  it 
gives  rise  to  the  usual  symptoms  of  malignant  disease.  A 
pedunculated  sarcoma  of  the  endometrium  gives  rise  at  first  to 
no  particular  symptoms.    Diffuse  sarcoma  of  the  endometrium 
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causes  the  same  symptoms  as  cancer  of  the  body,  with  perhaps 
the  exception  that  the  pain  is  less,  A  tolerably  common 
accompaniment  of  this_form  of  sarcoma  is  hasmatometra.  ?.  <?. 
an  accumulation  of  blood  in  the  uterus,  the  result  of  the  cervix 
becoming  occluded  by  the  growth  of  the  tumour. 

Diagnosis. — The  diagnosis  of  cervical  sarcoma  can  usually 
be  made  from  the  characteristic  appearance  of  the  growth 
hanging  from  the  cervix.  In  sarcoma  of  the  body,  the  uterus 
is  more  or  less  uniformly  enlarged  according  as  the  disease  is 
far  advanced  or  not.  If  the  disease  has  spread  beyond  the 
uterus,  infiltrating  masses  can  be  felt  in  the  pelvic  connective 
tissue.  When  the  growth  has  reached  this  stage,  its  further 
course  resembles  that  of   cancer.     In  the  eai'ly  stages,  the 


Fig.  Yl. — Diffuse  round-celled  sarcoma  of  the  endometrium.  {Wyder). 


diagnosis  can  seldom  or  never  be  made  without  a  microscopical 
examination.  Fibro-sarcoma,  and  pedunculated  sarcoma  of  the 
endometrium,  are  very  likely  to  be  mistaken  for  myomata. 

Prognosis. — The  prognosis  is  more  favourable  than  that,  of 
cancer  if  the  case  is  operated  on  at  a  comparatively  eai'ly  stage, 
as  sarcoma  generalises  itself  less  rapidly.  In  cases  which  are 
not  operated  upon,  the  prognosis  is  the  same  as  that  of  cancer, 
and  death  usually  comes  about  in  the  same  manner. 

Treatmejit. — The  treatment  is  the  same  as  that  of  caucer. 
Total  hysterectomy  is  always  indicated,  if  the  case  is  seen  in 
time  ;  if  not,  and  if  the  discha,rges  are  profuse,  curetting  and 
cauterisation  may  be  performed  with  a  view  to  checking  the 
discharge. 
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Deciduoma  Malignum. 

r.p.nr1noma  mal.gnum  is  the  ter.n  applied  by  Sanger  to  a 
.nalio-nantgrowtraglL^^  preMmaMxJiPm 
the  total  inembmnes  ;  h^e.  the  uterine  wall ;  c_auses  meta- 
.t..P.  in  other  ox^s  ;  and.  cimckly..brings_aboi^  oi 
the  patient. 

mioloav  —The  etiology  of  so-called  deciduoma  malignum 
is  still  (imteunsetU_ed.  Even  a  suitable  name  for  the  growth 
has  not  been  definitely  fixed  upon,  and  the  only  fact  which  is 
undisputed  is  the  intimate  connection  of  the  tumour  with  preg- 
nancy.  EgmLihBQpas  as  to  its  cause  are  worthy  of  mention 

(1)  TliatThe  tumour  arises  from  the  decidua  cells  (Sanger). 
This  was  the  first  theory  as  to  the  etiology  of  the  tumour,  and 
led  Sanger -to  give  it  the  name  deciduoma  malignum,  a 
name  which  he  later  changed  to  sarcoma  deciduo-celMare. 

(2)  That  the  growth  starts  from  one  or  both  of  the  two 
epithelial  layers  covering  the  chorionic  villi, — the  syncytium 
and  T.ano-hans^  layer.     This  theory  is  open  to  several  different 
interpretations,  according  as  the  syncytium  is  considered  to  be 
a  maternal  or  foetal  structure.     Whitridge  Williams  considers 
that  the  new  growth  arises  in  the  syncytium,  and  regards  the 
latter  as  a  maternal  structure  formed  from  the  uterine  mucous 
membrane.    Fraenkel  and  Durante  also  believe  that  the  growth 
arises  in  the  syncytium,  but  regard  the  latter  as  of  fcetal  origin, 
and  apply  the  term  syncitial  or   ectodermal  epithelioma  to 
it.    Marchand  considered  that  the  growth  springs  from  bothi 
layers  and  that  both  are  foetal  in  origin,  and  terms  it  a  chorio-| 
epithelioma.    While  Gebhart  also  believes  the  growth  to  de-^  • 
velop  from  both  layers,  but  differs  from  Marchand  in  regarding 
the  syncytium  as  maternal  in  origin.   He,  accordingly,  considers 
the  growth  to  be  a  mixed  carcinoma  of  maternal  and  foetal 
structures. 

(3)  That  the  tumour  arises  from  the  stroma  of  the  villi 
(Gottschalk)".'  " 'it  would  in  such  a  case  be  a  sarcoma,  and 
Gottschalk  applies  the  name  chorio-sarcoma  to  it.  This  view 
has  received  but  small  support. 

(4)  That  the  growth  is  the  result  of  the  influence  of  nreg- 
uancv  on  a  pre-existing  sarcoma  (Veit,  Eden). 
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Of  these  various  theories,  Marchaiid's  lias  the  greatest 
amount  of  evidence  in  its  favour,  and  is  now  most  generally 
accepted.  Veit's  theory  has  also  received  a  considerable 
amount  of  support,  especially  in  the  past  from  the  London 
school.  The  latter  has  however  of  late  come  round,  in  great 
part  at  least,  to  Marchand's  theory. 

Pathological  Anatomy. — Deciduoma  malignum  starts  as  a 
rule^  in  or  near  the  fundus  of  the  uterus,  as  a  pedunculated 
or  sessile  tumoui\  varying  in  size  from  that  of  a  pea  to  that  of 
an  orange,  or  even  larger.  As  its  size  increases,  the  interior  of, 
the  uterus  is. filled  with  a  friable,. irregular,  sometimes  sloughing 
mass,  which  bleeds  with  great  freedom,  and  can  be  brought 
away  Avith  a  curette  in  large  fragments.  The  uterine  wall 
is  napidly  involved  by  the  growth,  which  spreads  into  it 
along  the  blood-vessels.  The  tumour  then  extends  into  the 
neighbouring  tissues,  and  also  causes  metastases  in  different 
organs — particularly  the  lungs — by  means  of  particles  carried 
away  in  the  blood-stream. 

Before  describing  the  microscopical  appearance  of  a  decidu- 
oma, it  is  necessary  to  note  the  nature  of  the  covering  of 
the  chorionic  villi  from  which  the  growth  is  supposed  to  de- 
velop. 

cliorionic^^ ^^"^ -  ^  "^^  covered  by  two  layers  of  cells.  The 
outer  lay^r,  wlnc'E  "is  known  as  the  s}ni£vtium,  is  composed  of 
large  cells,  or  protoplasmic  masses,  Avith  several  nuclei,  and  is 
epithelial  in  origin.  The  i^^se^vlayer — Langhans'  layer — is 
composed  of  cubical  or  flattened  cells,  containing  clear  proto- 
plasm, and  possessing  a  single  round  or  oval  nucleus.  It  is 
uncertain  Avhether  it  is  endothelial  or  epithelial  in  origin. 
Three  sets  of  cells  are  found  in  a  deciduoma  : — 

(1)  Large,  irregular,  opaque,  and  multinucleated  cells,  or 
protoplasmic  masses,  which  are  derived  from  the  syncytium, 
the  so-called     plasmodial  masses." 

(2)  Large,  globular,  transparent,  and  mononucleated  cells 
which  are  derived  from  Langhans'  layer,  and  are  known  as 
"  clear  cells." 

(3)  Cells  resembling  decidual  cells  and  known  as  "chorion 
wandering  cells." 

The  growth  proper  is  made  up  of  plasmodial  masses  and 
clear  cells,  while  the  chorion  wandering  cells  are  a  kind  of 
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advance  guard  which  penetrates  amongst  the  muscle  fibre,  the 
tumour  itself  only  extending  into  the  blood-vessels. 

71vton>s.-Tke  earliest  symptoms  of  deciduoma  re^e 
tho!7=i^d  by„a  decomposing  abortion  winch  has  be^. 
vetaWhT  the  uterus  :-h^m^ge  ;  a 
charge;  n^d,  peAaps.  the  ex^uu  ut  i^'^--^  ^ 
it^'  As  the  growth  involves  more  and  more  of  the  uterine 
wall  '  the  hemorrhage  becomes  more  ^  constant  and  larger  m 
amount.  ThHS^-apidly  be.comes.cachectic^  and  the  oiaAet 
of  lobujjj-  Piieumonia  shows  that  the  lungs  are  becoming  m- 

^""^ZLnosis.-The  case  at  first  is  usually  taken  for  one  of 
incoWitTIbortion  ;  but,  on  examining  the  patient  bimanua  ly, 
the  uterus  is  found  to  be  enlarged,  and,  if  sufficient  time  has 
elapsed  since  the  tumour  started,  there  may  be  an  extension 
into  the  broad  ligament.  When  the  interior  of  the  uterus  is 
explored,  it  is  found  to  be  filled  by  masses  of  soft  and  friable 
tissue.    If  this  is  examined  microscopically,  typical  deciduoma 

structure  will  be  found. 

^..../^..f  _-TT..mP.rliate  hvsterectomy  is  the  only  treatment. 
Unfortunately,  the  rapidity  of  the  growth  is  such  that  very  few 
cases  have  been  seen  at  a  sufficiently  early  date  to  remove  the 
disease  completely.     If  at  all  possible,  an  attempt  should  how- 
ever be  made,  as  no  other  means  will  be  of  any  avail  to  check 
the  hemorrhage;  and,  even  if  that  is  the  only  result  obtained, 
the  patient's  life  will  be  somewhat  prolonged.     The  extreme 
rapidity  with  which  dissemination  takes  place  is  an  imperative 
reason  for  the  early  exploration  of  the  uterus  in  those  cases  m 
which  h£emorrhage  continues   after  abortion,  and  especially 
after  the  expulsion  of  a  hydatidiform  mole. 

TUBERCULOSIS  OF  THE  UTEEUS. 

Tuberculosis  of  the  uterus,  as_a.primarx  condition,  is  a  com- 
paratively  rare  disease  ;  it  is  more  common  as  the  result  of 
extension  from  a  tuberculous  tube  or  ovary,  or  as  part  of  a 
general  tuberculous  process. 

Varieties. — It  occurs  in  three  forms  (Pozzi)  :  — 
(1)  An  ikfiiite_^iliaryjm:ni.    This  occurs  as  an  acute  miliary 
process,  accompanying  the  same  condition  in  other  organs. 


156 


PRACTICE  0¥  GYNJECOLOGY 


(2)  An  iuterstitial  form.  This  may  occur  in  the  uterine 
wall,  and  cause  few  or  no  symptoms  until  it  manifests  itself 
by  some  sudden  and  serious  accident,  such  as  ruj^ture  of  the 
weakened  uterus  daring  delivery, 

(3)  An  ulcerative  form.  This  is  the  commonest  form  ;  in  it 
the  disease  starts  as  small  nodules  in  the  endometrium  or  in 
the  vaginal  portion  of  the  cervix.  These  nodules  gradually 
coalesce  and  break  down,  until  finally  the  entire  endometrium 
and  endocervix  are  replaced  by  tubercular  tissue  Avhich  in 
places  is  becoming  caseous. 

Diagnosis. — The  svmptpn^  of  the  patient  in  the  early  stage 
are  those  of  endometritis.  Later  on,  as  the  disease  spreads, 
and  the  uterus  becomes  infected  by  other  micro-organisms,  the 
patient  becomes  hectic,  and  exhibits  the  geiieral  symptoms  of  a 
inixed  tuberculous  infection.  If  the  uterus  is  curetted  at  an 
early  stage,  there  may  be  no  naked-eye  change  in  the  endo- 
metrium. But,  if  the  removed  fragment  is  examined  micro- 
scopically, typical  tuberculous  structure  will  be  found.  In  later 
stages  of  the  disease,  when  caseous  changes  are  taking  place, 
the  existence  of  tuberculous  lesions  may  be  suggested  by  the 
appearance  of  the  removed  portions.  Tubercle  bacilli  may 
be  found  in  the  sections  and  in  the  uterine  discharges,  but  as 
a  rule  they  are  very  few  and  diflficult  to  find. 

Treatment. — If  it  could  be  positively  determined  that  the 
tuberculosis  was  entirely  limited  to  the  endometrium,  it  might 
be  sufficient  to  thoroughly  curette  and  cauterise  the  latter.  It 
is,  however,  practically  impossible  to  do  this,  and  consequently 
it  is  necessary,  in  all  cases  where  a  diagnosis  of  tuberculosis  is 
made,  to  remove  the  uterus.  It  may  be  that  the  introduction  of 
steam  into  the  uterus  (Pincus)  [v.  page  327)  ,  or  of  boiling  water 
(Schick),  will  be  found  to  be  of  use. 


CHAPTEE  X. 


DISEASES  OF  THE  EALLOPIAN  TUBES. 

Inflammatory  Diseases  of  tlie  Tubes.  Salpingo-oophoritis — etiology — Patho- 
logical Anatomy  :  Salpingitis — Acute  Salpingitis — Chronic  Salpingitis  : 
Vai-ieties  —  Hsematosalpinx  :  Oophoritis  —  Acute  Oophoritis  —  Chi-ouic 
Oophoritis  — •  Symptoms  —  Diagnosis  —  Prognosis  —  Treatment,  Palliative, 
Radical.  New  Gro-\vths  of  the  Tubes  :  Benign  Neoplasms  —  Malignant 
Neoplasms.  Tuberculosis  of  the  Tubes — Pathological  Anatomy — Treat- 
ment.   Tubal  Pregnancy. 

The  following  are  the  various  patliological  conditions  met 
witli  in  the  Fallopian  tubes  : — 

Inflammatory  diseases. 
New  growths. 
Tuberculosis. 
Tubal  pregnancy. 

INFLAMMATOEY  DISEASES  OF  THE  TUBES. 

Inflammatory  diseases  of  the  tube  are  most  usually  associated 
with  a  similar  condition  of  the  ovaries.  The  train  of  symptoms^ 
and  the  physical  signs  to  which  either  conditiari^gives  rise,  are 
practically  identical,  whether  either  exists  sepffrately  or  whether 
they  are  found  to  co-exist.  Accordingly/ it  will  be  best  to 
describe  the  two  under  the  heading  s^^^?^y o - op^jihorilis .  but  at 
the  same  time  the  distinctive  lesions  of  each  structure  must  be 
described  separately.  Tuberculosis  of  the  ovary  and  tube  will 
be  referred  to  under  this  head  also,  as  it  is  impossible  in  the 
great  majority  of  cases  to  distinguish,  without  the  aid  of  the 
microscope,  the  lesions  which  it  causes  from  those  produced  by 
other  pyogenic  bacteria. 
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Salpingo-oophoritis. 

Salpiiigo-oophoritis  [aaX-rriy^,  a  tfumpet  ;  wov,  an  egg ; 
(popiiD,  I  bear),  in  some  of  its  forms,  is  tlie  most  frequent  and 
important  result  of  bacterial  infection  of  the  pelvic  contents. 
Its  occurrence  was  recognised  for  a  long  time,  but  it  is  only 
during  the  last  twenty  or  thirty  years  that  its  importance  has 
been  understood,  and  that  its  pathology  and  the  means  of 
curing.it  have  been  elaborated.  Lawson  Tait  in  1872  was  the 
first  person  to  successfully  remove  inflamed  appendages ;  and 
since  that  time,  our  knowledge  of  the  disease  has  continued  to 
advance  rapidly. 

Mtiology. — Salpingo-oophoritis  is  alway ^_ bacterial  in  origin. 
In  almost  50  per  cent,  of  those  cases  in  which  micro-organisms 
have  been  found  in  the  contents  of  tHe^irabeS),  the  ^'miOQitccag 
was  present.  In  the  remainder  of  the  cases,  the  Stre'ptococcu(< 
and  Stapliylococcus  pyogenes  aureus,  the  Bacillus  coli  communis, 
the  tubercle  bacillus,  and  the  pneumococcus  were  found.  In 
a  little  more  than  40  per  cent,  of  the  total  number  of  cases 
examined,  the  pus  was  found  to  be  sterile.  Some  of  these 
cases  were  probably  of  tuberculous  origin,  the  remainder  were 
cases  in  which  the  infecting  organisms  had  died. 

The  origjiij^f  the  infectioii  in  the  greater  number  of  cases  is 
a  previous  metritig,  which  in  turn  has  been  caused  by  the 
extension  of  infection  upwards  from  the  vagina-  In  this 
manner,  gonorrhoeal  and  puerperal  infections  of  the  tubes 
occur.  In  other  cases,  infection  occurs  directly  frgm  the 
intestine  thiwn^h_jthe_5^^^ 

lymphatics  which  run  in  the  ligament  connecting  the  right 
ovary  with  the  vermiform  appendix  (Vallin).  In  such  cases, 
ovarian  infection  will  frequently  precede  the  tubal  infection, 
while  in  the  case  of  extension  of  infection  from  the  uterus  the 
reverse  is  the  case.  Tuberculous  infe_ction  may  occasionally 
occur  as  an  extension  of  a  primary  infection  of  the  uterus  or 
pelvic  peritoneum,  but  primary  inf ecjipn  ji^J^Ilfi-JJil^g  is  tlie 
more  comnogn  occurrence.  In  the  latter  case  the  infection  is 
carried  in  the  blood-stream. 

In  addition  to  these  modes  of  infection,  salpingo-oophoritis 
has  been  noticed  after  infectiYe-ilis^es^s^^f.  as— typhoid,  measles. 
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scarlatina,  cholera,  smallpox,  and  influenza.  Syphilis  and 
actinomycosis  must  also  be  added  as  very  rare  causes  of  the 

same  condition. 

Pathological  Anatomij.-ln  the  gvesAM,_rmmhev 
salpingo-oophoritis  is  a  bilatgral  condition.  This  is  due  to  the 
proximity  in  which  the  appendages  lie  to  one  another;  and  also 
to  the  fact  that,  in  those  cases  in  which  the  uterus  is  the 
startino-.point  of  the  infection,  it  is  unlikely  that  such  nifection 
should" extend  into  one  tube  and  spare  the  other  which  was 
exposed  to  it  to  the  same  degree.  Similarly,  if  the  tube 
becomes  infected,  the  ovary  is  very  unlikely  to  escape,  also 
OAving  to  its  close  approximation  [v.  Fig.  72).  The  rapidity 
^vith  which  the  ovary  is  infected  from  the  tube  depends  to  a 
great  extent  upon  the  time  at  which  the  tM^^^S^  takes 


Fig  72  — A  typical  case  of  salpingo-oophoritis.    ('  Eeport  of  the 
Rotunda  Hospital/  1896-7.) 

place,  n  the  latter  occurs  when, _oyulation_is  jn_proce  and 
when  the  &nbriated,jxtre^^  in  consequence 

applied_ta._the  ovary,  the  tendency  of  the  resultantjnflfyii^ 
tion  will  be  to  fix  the  lattgiiinthat_pQ§ition.  Then,  iljuj3£ura- 
tjnn^^  nff.njR  in  the  tube,  the  intervening  wall  of  the  ovary  is 
gradually  destroyed  and  a  ^',|lj2!!2:^f-''^i^'i^"'  ,^h^Si^-^^  forms  {v.  Fig. 
73) ;  or,  even  if  the  wall  is  not  destroyed,  bacteria  travel  through 
it  and  set  up  one  or  more  foci  of  infection  in  the  ovarian  tissue. 

In  order  to  discuss  the  various  forms  under  which  tubal  and 
ovarian  inflammations  are  met,  it  will  be  necessary  to  con- 
sider the  pathological  anatomy  of  salpingitis  and  oophoritis 
separately. 

Salpingitis. — Two  varieties  of  salpingitis  {auXTriy^,  a 
trumpet)  are  met  with  : — 
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(a)  Acute  salpingitis. 

(b)  Chronic  salpingitis. 

(a)  Acute  Salpingitis. — Acute  salpingitis  can  be  divided  into 
endosalpingitis  and  interstitial  saljjingitis,  as  will  be  done  in  the 
case  of  chronic  salj)ingitis,  according  as  it  attacks  the  mucous 
membrane  or  the  muscular  coat.  In  acute  salpingitis^  however, 
the  forms  are  more  prone  to  run  into  one  another  and  so  to 
occur  in  conjunction  in  all  cases.  Accordingly,  it  does  not 
seem  to  be  necessary  to  make  such  a  distinction. 

In  a  typical  case  of,  for  instance,  gonorrhoeal  salpingitis,  an 


Pig.  73.— a  tiibo-ovarian  cyst,  the  result  of  salpingo-oophoritis.  u.  Utervis. 
o.  Ovary.  f.  t.  Fallopian  tube.  ov.  l.  Ovarian  ligament.  (Prom  a 
specimen  in  the  Pathological  Laboratory,  Trinity  College,  Dublin.) 

acute  infection  spreading  upwards  from  the  uterus  may,  in  one 
case,  cause  primarily  an  endosalpingitis  ;  in  another  case,  an 
interstitial  inflammation.  Whichever  of  these  started  first  will, 
as  a  rule,  be  quickly  followed  by  the  otheV,  and  the  two  con- 
ditions Avill  co-exist.  The  pus  which  forms  .in  _the  Jubes 
gradually  escapes  into_thejitems_oHnt^^  if 
the  turgescence  of  the  mucous  menibrane  near  the  end  of  the 
tube  do,es_30^^_com£letely_j2loi^^  If^  on  the  other 

hand,  the  outflow  of  pus  is  obstructed,  owing  to  the  bloc_kinir_of 
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both  ostia  of  the  tube,  the  pus_ac2iimiiMs.s.  and  finally  the 
tube  is  converted  into  a  pus-containing  sac,  and  the  condition 
dition  known  as  T)v9salninx  (ttOov,  pus;  (rdXTriy^)  re^^^S- 

As  the  pus  continues  to  accumulate,  the  w^lls  the  t^be, 
become  by  degrees  thinner,  until  finally  all  trace  of  their 
previous  structurejb^  {v.  Fig.  74). 

The  macroscopical  appearance  of  a  tube  in  the  early  stages 
of  acute  endosalpingitis  is  not  very  striking.  The  tu|}p  is 
slightly  enlarg-ed.  congested,  and^  gedematous ;  and  on  cutting 
it  open,  the  inucou^jnembrane  is  seen  to  be  thickened  and  in- 
flamed. There  is  a  small  amount  of  nmcO;:^^uruj^t .or .purulent 
fluid  accumulating  in  the  cavity.     The  fimbriae  are  also  swollen 


Fig.  74. — Section  through  the  wall  of  the  tube  in  a  case  of  pyosalpinx.  (Wyder.) 


and  coyei'ed  with  fia.kes  of  Jjrmph,  and  there  may  be  some  friable 
adhesions  in  process  of  formation  between  the  tube  and  in- 
testines. If  there  is  interstitial  inflammation  present  as  well, 
as  is  usually  the  case,  the  tube  may  be  enlarged  up  to  the 
size  of  the  finger,  an  enlargement  which  is  brought  about  hj 
the  thickening  of  the  walls  and  not  by  the  dilatation  of  the 
cavity,  and  minute  points  of  pus  may  be  seen  scattered  about 
in  the  thickness  of  the  walls.  If  the  tube  has  become  cystic 
owing  to  the  non-escape  of  the  pus,  its  shape  and  appearance 
are  characteristic.  A  distended  tube,  or  sacto-salpinx  as  it  is 
sometimes  termed,  unless  interfered  with  by  the  presence  of 
adhesions,  becomes  of  a  retort-like  shape,  the  larger  end  cor- 
responding to  the  outer  third  of  the  tube,  the  narrower  to  the 

11 
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uterine  insertion ;  while  the  fimbria?  have  completely  dis- 
appeared. The  mechanism  by  which  the  abdominal  ostium  of 
the  tube  is  occluded  is  worthy  of  note.  In  some  cases,  the 
firgJjritB,  spread  out  fanwise,  become  adhei-ent  to  _some  neigh- 
^°Hli£S_B^^lP~ir®j  as  the  ovarv.  the  back  of  the  bjoad  liga- 
ment, or  the  floor  of  Pouffjas^  pouch.  In  other  cases,  a  moi-e 
interesting  mechanism  occurs. — "  When  the  tubes  are  inflamed^ 


Pig  75  -Acute  purulent  salpingitis.  Transverse  section  through  wall  of  tube. 
(X  12  diameters.)  /,/.  Thick  vegetations  anastomosing  one  mth  the  other 
and  leaving  between  them  spaces  resembling  glands,  p.  Wall  of  tube. 
V.  Blood-vessel.  {Cornil.) 

the  mjiscular^and  serous  coatsjengthen,  andjDu^ge^qver  the 
fimbria  until  ^ach  ostium  appears  as  a  rounded  smooth  orifice 
instead  of  being  fringed  ;  gradually  the  rounded  margins  con- 
tract, cohere,  and  .occlud^Jhe_openin  In  the  early  stage,  if 
the  rounded  end  of  the  occluded  tube  be  slit  up  the  fimbri£e 
will  be  found  crowded  inside  the  tube."  (Bland-Sutton.) 
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The  microscopical  appearance  of  a  case  of  acuie_salguigiiis  is 
as  follows  : — The  sub-epithelial  layer  of  the  mucous  membrane 
is  infiltrated  with  small  round  cells  and  the  vessels  are  dilated  ; 
as  a  result,  there  is  a  marked  increase  in  the  size  of  the  folds 
of  the  mucous  membrane.  On  the  surface  of  the  folds  are  seen 
small  vee-etations,  which  tend  to  become  adherent  one  to  the 
other  and  so  to  cause  the  formation  of  crypts  in  the  walls  {v. 
Fig.  75).  If  the  affection  has  extended  beyond  the  mucous 
membrane,  the  wn,]  1  s_5[f_the_tu^.e  are  gi:ea^tly_Jhiclvened,  partly 
owing  to  the  formation  of  new  cells,  and  partly  o\vingL_to  a 
round-celled  infiltration  j,nd  jyajcular_  dik^taj^  In  the  walls 
are  seen  minute  points,  of  pus,  and  colonies  of  the  infecting 
bacterium  are  found  in_tlie  lymph^ticjnt^^  If^^th^^t^e 
_i^j|^c  as  a  result  of  the  blocking  of  its  ostia,  the  walls  be- 
come t^mned  in  proportion  to  the  amount  of  internal  pressure ; 
the  epithelium  completely  disappears ;  and  the  normal  structure 
of  the  wall's  becomes  changgd.  by  the  atrophy  of  the  muscular 
coat,  into  a  layer  of  connective  tissue  interspersed  with  a  round- 
celled  infi.ltration  and_dilated_xesse.ls. 

(b)  Chronic  Salpingitis. — Chronic  salpingitis  occurs  as  the 
sequence  of  an  attack  of  acute  salpingitis,  or  in  consequence  of 
the  infection  of  the  tube  by  a  less  viruleiit  _type  of  infecting 
agent  from  that  which  causes  acute  salpingitis.  Two  forms  of 
chronic  salpingitis  are  met  with  : — 

(1)  Chronic  endosalpingitis — catarrhal  salpingitis — or  in- 

flammation of  the  tubal  mucous  membrane. 

(2)  Chronic  interstitial  salpingitis,  or  inflammation  of  the 

walls  of  the  tube. 
(1)  G}^^^c_^^dos^j^ingitis . — Chronic  endosalpingitis  {iv^ov, 
within  ;  0-0X707^)  or  ""inSammation  of  the  mucous  mem- 
brane lining  the  tube  is,  in  those  cases  in  which  it  exists 
alone,  most  frequently  the  result  of  a  subacute  infection.  If 
such  is  the  case,  a  serous  catarrhal  inflanimatipn  results,  and, 
if  the  nstia,  of  the  tube  become  blocked,  the  condition  known 
as  ly^drosalpi^  (uSwp,  water  ;  aakirLy^)  rg^ults.  If  the  infec- 
tion is  pyogenic  in  character,  and  the  outflow  of  pus  is  similarly 
prevented,  a  jj^ggg^gjg^  may  result,  as  in  the  acute  condition. 
Chronic  endosalpingitis,  and  interstitial  salpingitis,  most  usually 
co-exist  in  those  cases  which  are  the  sequence  of  an  attack  of 
acute  salpingitis,  but  as  a  rule  one  or  other  form  predominates. 
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(2)  Chovnic  Inte^j^tMnl  Salmnaitis. — Chronic  interstitial  sal- 
pingitis results  in  extreme  thickening  of  the  \YaIls  of  the  tube, 
so  that  the  latter  may  reach  , the  size  of  a  finger  or  even  more 
wjthon^anxJi^tion of  its  lun^en.  The  characteristic  macro- 
scopical  and  microscopical  appearances  are  practically  the 
same  as  those  which  have  been  described  under  the  acute 
form,  save  that  the  congestion  of  the  tube  is  "not  so  marked 
(t;.  Fig.  76). 

In  connection  with  pyo-  and  hydrosalpinx,  there  may  be 
mentioned  a  third  cystic  condition  of  the  tube,  which  though 
not  always  due  to  inflammatory  changes  may  be  sometimes 
attributed  to  this  cause.  This  is  the  condition  known  as 
hematosalpinx  ;  that  is  to  say,  that  condition  in  which  the  tube 
is  distended  with  blood. 

TTjKm.atn^al'pimx  {aifxa,  blood  ;  (raXiriy^)  may  be  brought  about 

in  three  ways  : — 

(Ij  By  tlie  ruptm-e  of  the  walls,  or  of  vessels  in  the  walls 
of  the  sac,  of  a  tub al^pregn ancy .  This  is  very  much  the_COTi- 
monest  cause  of  a  heeinatosalpinx,  and  is  even  said  by  some 
authorities  to  be  the  only  cause.  There  do  not,  however,  appear 
to  be  sufficient  grounds  for  making  so  definite  a  statement,  and 
it  is  probable  that  many  cases  of  heematosalpinx  are  due  to 
other  causes.  A  haematosalpinx  which  is  due  to  tubal  preg- 
nancy may  be  distinguished  by  the  following  signs  (Labadie- 
Lagrave)  : — 

(a)  The  presence,  in  the  blood  or  clot  which  fills  the  tube, 
of  a  particularly  large  and  firm  dot.     It  may  be  that 
the   embrvo  will  be   found  ins\^  this,  bu.t^_mqst 
frequently  it  has  been,  absorbe.d . 
{b^  Marked  hyperjvn-jThy^^  ^fills. 
(c^  The  presence  of  chorionic  jvilHjor  of  decidual  cells  on 
the  surface  of  the _mucous_membrane  of  the  tuljo. 
(2j  By  the  retention  of  menstrual  hlood  as  a  result  of  a  con- 
genital or  acquired  atresia  of  some  part  of  the  genital  passages 
(f.  page  216). 

(3^  By  the  rupture  of  ^  the  vessels  in  the  walls  of  the  tube, 
as  a  result  of  their  condition,  in  a  case  of.  cajiarrhal  or  ,i|i:\tev- 

Oophoritis. — Two  varieties  of  oophoritis  (wdv,  an  egg  ; 
^opeu),  I  bear)  are  met  with —  i 
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(a)  Acute  oophoritis. 

(b)  Chronic  oophoritis. 

(a)  Acute  Oophoritis. — Acute  oophoritis  occurs  in  three 
forms  : — 

(1)  Acute  cortical  oophoritis. 

(2)  Acute  parenchymatous  oophoritis. 
{3)  Acute  interstitial  oophoritis. 

.4g^g_Qg21^icaL.^gg^gji|i^- — Acute  cortical  oophoritis  is 
the  term  applied  to  inflammation  of  the  superficial  tissue  of 
the  ovary,  a  condition  which  is  usually  found  a^ociated_with 
acute  p^i^pophoritis_or_peritgm^^  The  peri-oophoritis  has 
given  rise  to  the  formation  of  a  pseudo-membranous  covering, 
underneath  which  the  cortical  layer  of  the  ovary  is  hypersemic 
and  slightly  enlarged.  If  the  inflammation  extends  inwards, 
the  entire  oophoron,  or  egg-bearing  portion  of  the  ovum,  may 
be  destroyed.  It  is  most  usually  the  result  of  gonorrhoea 
(Labadie-Lagrave) . 

(2)  Acide^^  Pa^e7^cJ^^^g|gj^^J2g£?!£S■^'^^'^ — Acute  parenchy- 
matous oophoritis  is  the  term  applied  to  inflammation  of  the 
follicles  of  the  _ovary.  At  first,  there  occurs  cloudy  swelling 
of_Jh^_epiih^aL_cells  and  subsequent  disjiitagration .  Later 
on,  the  follicles  become  filled  with  pus,  and  so  the  ovary  is 
scattered  over  with  small  abscesses.  Parenchymatous  oophoritis 
most  frequently  occurs  after  infectious  diseases  (Petit). 

(3^  AcTde  Irderstitia£_Q^v]iQ]^  — Acute  interstitial  oopho- 
ritis is  the  term  applied  to  inflammation  of  the  interstitial 
tissue  of  the  ovary.     It  is  usually  a  gonprrligeal,  or  ipuerppxal 

septic,  process.     The  ovary  increases  in  size  owing  to  an 

infiltration  of  sm^llj:oiijid_fiells,  while  numerousjmall  abs.cesses 
and  cysts  are  scattered  through  its  substance,  starting  either 
in  the  follicles  or  in  the  stroma.  In  some  cases  there  may  be  a 
peculiar  oedematous  condition  of  the  ovarian  stroma,  resembling 
a  similar  condition  found  in  chronic  oophoritis  (Pilliet).  This 
last  condition  is  also  known  as  acute  oedematous  oophoritis. 

(b)  Chronic  Oophoritis. — Chronic  oophoritis  occurs  as  the 
sequence  j)f  an  acute  infection,  or  as  a  chronic  process  fi^iD^ 
the  commencement.  It  is  foundln  several  forms,  but  though 
these~can  witlilidvantage  be  described  separately,  it  must  not 
be  forgotten  that  they  are  merely  stages  in  the  course  of  the 
same  condition.    These  forms  are  as  follows  : — 
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'^^=^^=^=^4^C)lironic  cortical  oophoritis.  ^  iJr^^ 

(2)  Olironic  interstitial  oophoritis.^  / 

(3)  Chronic  hypertrophic  oophoritis.  I 

(4)  Chronic  atrophic  oophoritis  (cirrhosis)  .J 

m  Chronic  Cortical  Oophoritis.— Chvonic  cortical  oophoritis 
consists  in  the  formation  of  a  growth  of  n,ew_coniT^ctiveJissue 
injhejjortifiaiiaier  of  the  ovary.  It  is  usually  the  result  of 
an  acute  cortical  oophoritis.  In_addition  to  this  formation  of 
connective  tissue,  there  is  also  a  cygtic.conc[ition,o^  follicles 
in  many  cases,  and  not  infrequently  there  m.aj  be  a  hemor- 
rhage either  intoJhem_orJatiLilia^2S^^ 

(2)  Chronic  Interstitial  Oophoritis. — Chronic  interstitial 
oophoritis  is  a  later  stage  of  cortical  oophoritis,  in  which  a 
new  growth  of  connective  tissue  extends  all  through  the  ovary. 
It  is  probably  always  a  chronic  process  from  the  start  (Labadie- 
Lagrave).  As  a  result  of  it,  an  oedematous  infiltration  of  the 
stroma  may  occur,  or  interstitial  hgemorrhages  from  the  rupture 
of  dilated  vessels.  Interstitial  oophoritis  not  infrequently  occurs 
in  association  with,  or  perhaps  as  the  result  of,  myymata  of  the 
uterus.  Sometimes,  a  single  central  abscess  may  form,  and 
either  remain  as  a  very  chronic  condition  or  increase  in  size 
until  the  entire  ovary  is  destroyed. 

(3)  Chronic  Hypertrophic  Oophoritis. — Hypertrophic  oopho- 
ritis is  the  term  applied  to  a  still  later  stage,  in  which  there  is 
so  great  a  formation  of  new  connective  tissue  that  a  marked 
increase  in  the,jd^z_e_.oLthe_oygO_results . 

(4^  Atrophic  Oophoritis. — This  is  the  last  stage,  and  super- 
venes upon  hypertrophic  oophoritis,  as  a  result  of  the  shrinkagg 
of  the  new  connective^  tissue.  The  condition  is  also  known  as 
cirrhosis  of  ^  tjw  ovary.  In  it,  the  invasion  of  the  ovary  by  the 
new  connective  tissue  is  complete,  and  there  is  a  consequent 
disappearance  of  all  normal  ovarian  structure. 

In  addition  to  these  changes  in  the  tube  and  ovary,  various 
changes  take  place  in^tl^surrou^i^i^^s^^gct^  e^pejiiglj^  in 
the  pelvic  peritoneumT  There  is  always  a  considerable  amount 
of  pelvic  •perit9nitis  present  in  these  cases,  and  sonaetimes  the 


peritoneum  covering  the  intestines  is    also    affected.  The 

result  is  that  numerous  ai^^egigB^  are  formed  between  the 
contents^  of  jhe  pelvis,  and  also  between  them  and  the  ii^tes- 
tines.   To  a  large  extent  these  adhesions  are  beneficial,  as  they 


168 


PEACTICE  OF  GYNiECOLOGY 


tend  to  prevent  the  spread  of  the  infection  into  the  general 
peritoneal  cavity,  should  the  tube  or  ovary  rupture.  It  is  not 
at  all  an  uncommon  thing  to  find,  in  a  case  of  salpingo- 
oophoritis,  a  small  collection  or  collections  of  jdus  lying  in 
loculi  between  the  numerous  adhesions  which  fill  up  the  pelvis. 
There  is  also,  very  commonly,  in  these  cases  a  slight  amount  of 
parametric  thickening,  especially  in  the  layers  of  the  broad 
I  ^  ligament. 

•^•i-»<i-|*«,vxyarious  changes  sometimes  take  place  in  a  cystic  _tub&_  or 
t"  .     ovary.     The  nature  of  the  contents  may  become  alt^redT^^^^ 
*^t'~~*  hydrosalpinx  may  be  converted  into  a  pyosalpinx  ;  or,  on  the 
(    _    other  hand,  a  pyosalpinx,  by  the  gradual  absoi^ption  of  its 
cellular   contents,  may  be    converted  into   a  hydrosalpinx. 
Similarly,  hEemoi-rhage  may  occur  into  the  sac  of  a  pyosalpinx 
or  tubo-ovarian  abscess  ;  or  the  contents  of  a  hasmatosalpinx 
may  become  infected  and  suppurate,  thus  leading  to  the  forma- 
tion of  a  pyosalpinx. 

The  cpfitj^nts  of  a  cystic  tube  or  tubo-ovarian  abscess 
^ '  escap.e.  This  can  occur  in  two  ways : — either  by  the  fluid 
making  its  way  downwards  into  the^  utems  through  the  uterine 
end  of  the  tube ;  or  by  rupture  of  the  sac.  In  the  former  case, 
the  escape  of  fluid  may  occur  at  intervals,  according  as  the 
intra-tubal  pressure  becomes  sufiiciently  great  to  overcome  the 
resistance  offered  to  its  outflow  by  the  swollen  mucous  mem- 
brane. In  the  case  of  a  hydrosalpinx,  this  condition  was 
formerly  known  as  Hydrops  tubse  prqfluens.  In  the  case  of 
rupture  of  the  sac,  the  tube  may  burst  owing  to  over-distension 
or  violence,  especially  during  a  bimanual  examination  or  any 
surgical  interference.  A  ruptured  tube  may  discharge  its  con- 
tents into_Jhe_general  j)^riton_e^^  into  a  loculus  in  the 
pelvis  between  adhesions,  into  the  layers  of  the  broad  Jigament, 
or  into  any  of  the  neighbouring  hollow  vi^c^^ra.  m.^t.  fi'^quently 
perhaps  the  rectum. 

A  third  change  consists  in  the  tgrsion _of  _ -yte^tub  in  the 
3  same  manner  as  not  infrequently  occTTi-s^ih  the  case  of  ovarian 
cysts.  In  the  case  of  the  dilated  tube,  however,  torsion  is  a 
much  rarer  condition,  probably  owing  to  the  manner  in  which 
the  broad  ligament  becomes  thickened  by  inflammatory  infiltra- 
tion. Fig.  77  shows  an  interesting  specimen  of  this  condition 
removed  by  Purefoy  at  the  Eotunda  Hospital. 
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8vmptorM- — The   symptoms  catisecL_by  s_£ 
depencf,  m"the  first  instance,  on  whether  the  condition  is  in  an 
acute  or  chronic  stage.    I.njhe^acgtejtege,  the  symptoms  very 
much  resemble  those  of  acute  pelvic  peritonitis.    The  tempera- j.  u  _^ 
ture  and  pulse-rate  are  high,  and  the  abdomen  is  swollen,  tympani-  'pj^ 
tic,  extremely  painful,  and  tender  over  the  lower  portion.  The^_^^^ 
patient  may  also  suffer  from  occasional  rigors  and  vomiting.  ^ 
Gradually— in  from  teii_da^s_fcojJortiai^^            acute  svmptonas  p 
subside,  and  the  condition  passes  into  its  chronic  stage.    On  the  ^ 
other  hand,  a  genei;al  septic  peritonitis  may  ensue  due  to  the  non-^. 
limitation  of  the  infection  by  adhesions.  The  occurrence  of  abdo-^j^^ 
minal  pain  in  these  cases  is  a  sign  of  good  import,  as  it  usually   


Fig.  77. — A  pyosalpinx  which  has  become  twisted.    ('Rotimda  Hospital 

Eeport/  1896-7.) 

slw^s  Jhat^adhesions  a^^  and  hence  that  the  danger  of 

the  infection  spreading  to  the  peritoneal  cavity  is  diminishing. 

]|n  ^qhronic^case^,  the  symptjoms  are  very  variable,  so  that 
it  is,  as  a  rule,  impossible  to  make  a  diagnosis  by  their  means 
alone.  Generally  speaking,  they  may  be  said  to  consist  of  a 
varying  degree  of  pelvic  pain,  menstriial  disturbance,  most 
usually  lu^ifirr^gia^ailcLff-etroi^h^  and  gg^giaLiU^hea^ 
IfJiQtljJiuil^es  are  affected,  steriljjjy  will_re.sult.  In  the  case  of  an 
■^intermitting  pyosalpinx  or  hydrosalpinx,  an  escape  of  pus  or 
serous  fluid  into  the  uterus  will  occur  at  intervals.  J|.  the  tumQur 
is  of  l^jj^p.  size  and  occupying  Douglas^  pouch,  there  may  be 
marked  constipation  from  pressure  upon  the  rectum. 

Biagnosis. — The  diagnosis  of  acute  salpingo-oophoritis  may 
be  made  from  the  symptoms  ;  it  is,  however,  very  likely  to  be 
confounded  with  the  diagnosis  of  gjCutejjietrvtis-    The  pain  of 
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salpingo-ooplioritis  is  more  severe,  and  tlie  tenderness  more  dis- 
tributed over  the  entire  pelvis,  than  in  meti'itis. 

The  diagnosis  of  chronic  salpingo-oophoritis  can  only  be  made 
from  the  results  of  a  bimanual  examination  taken  in  conjunction 
with  the  previous  history  of  the  case.  Sometimes,  however, 
even  this  is  not  sufficient  to  differentiate  between  small  ovarian 
cysts  and  inflamed  and  matted  together  appendages,  as  will  be 
easily  understood.  In  such  cases,  a  diagnosis  is  only  arrived  at 
as  the  tumour  is  being  removed.  The  characteristic^  ;poiiits  of 
inflame d  _ appenda^e^s  are  :— 

In  cas'es  of  salpingitis  without  retention,  the  tube  is  felt 
to  be  thickened  reaching  the  size  of  the  middle  finger.  It  may 
be  coiled  on  itself  in  such  a  manner  as  to  include  the  ovary  ; 
both  are  then  u.sually  prolapsed  to  the  bottom  of  Douglas' 
pouch. 

(2^  In  cases  of  salpingitis  with  retention,  i.  e.  pyo-  or  hydro- 
salpinx, the  tubes  and  ovaries,  intimately  connected  with  one 
another,  fill  Douglas'  pouch.  If  they  have  reached  a  consider- 
able size,  the  posterior  vaginal  fornix  is  displaced  downwards. 
On  passing  the  finger  into  the  rectum,  the  tumour  is  felt  to  be 
cystic  in  parts;  and,  if  there  is  any  appreciable  amount  of 
accompanying  exudation  into  Douglas'  pouch  or  beneath  the 
pelvic  peritoneum,  the  rectum  will  feel  as  if  it  was  compressed 
all  round  by  a  comparatively  hard  and  unyielding  collar.  This 
investment  of  the  rectum  is  also  found  in  cases  of  contracting 
retro-uterine  hEematocele. 

The  tumour  in  Douglas'  pouch  is  usually  fixed  by  adhe- 
sions. In  some  cases,  these  adhesions  are  very  friable  and  easily 
broken  down ;  in  other  cases,  they  are  extremely  dense. 

(4)  There  can  usually  be  felt  from  the  vagina,  a  groove 
between  the  tumour  and  the  uterus ;  and,  from  the  rectum,  a 
groove  between  the  two  sets  of  appendages. 

A  nyo-  or  hvdTOsaljjinx  haR_to_^  be -distinguished  from  the 

following  conditions :  — 

,  (1)  A  tubal  pregnancy,  a  hematosalpinx,  a  hEematoma  of 
a^orv.'-^J  >  ^j^g  broad  ligament,  or  a  retro-uterine  hasmatocele, 
"'^'^^      I         especially  one  which  has  been  partially  absorbed. 

(2)  Small  ovarian  or  parovarian  cysts,  particularly  those 
^     which  burrow  between  the  layers  of  the  broad  liga- 
ments. 


SALPINGO-OOPHORITIS  IV 1 

(31  Subserous  myomata  of  the  posterior  uterine  wall,  espe- 
cially  if  they  are  complicated  by  the  existence  of 
pelvic  peritonitis. 
(4)  Coils  of  intestines  adherent  in  Douglas'  pouch.  ^ 

A  pvosalpinx  is  usuaUy,  though  by  no  means  invariably, 
latgail;  a  hfematosalpinx,  hEematoma,  or  tubal  pregnancy, 
rarely  or  never  is.  Small  ovarian  cysts  growing  in  the  layers  of 
the  broad  ligament  are  extremely  difficult  to  distinguish  from 
salpingo-oophoritis,  unless  the  history  of  the  case  furnishes  con- 
siderable information.  Subserous  myomata  are  closely  connected 
Avith  the  uterus,  and  move  more  readily  with  it. 

Proangsj^s. — Mild  attacks  of  salpingo-oophoritis  may  get  well, 
and  leave  the  appendages  functionally  perfect.  More^_cQm- 
monly.  however,  the  inflammation^ ju^  the  fim- 

bnated^extremiti^^  and  in 

these  cases  steriUt^v  is  aj^aolujie.  As  long  as  the  inflammation 
persists,  especially  in  cases  of  pyosalpinx,  there  is  alwavs  a 
dangler  -of  the  limiting  adhesions  giving  way;  or  of  the  tube 
itself  bursting,  and  a  gene^lj^ritonitis  resulting.  In  most 
cases  of  pyosalpinx,  there  is  attendant  ill-health  from  the 
absorption  of  ptomaines,  and  there  is  a  continual  danger  of  a 
recrudescence  of  the  acute  stage  owing  to  the  contents  becoming 
re-infected  from  the  rectum  or  intestines. 

Treatment. — The  treatment  of  acut^  ■^alpingo-opphoritis  is 
j)Ta^ncSiUj~th.e  same  as  the  treatment  of  acute  metritis.  That  is 
to  say, — rest  in  1^1,  warm  vaginal  douches,  hot  applijaatioiis 
applied  oggi:  the  hypogastrmm.  -nurgatives.  icjithrpl  and__glv- 
c ^rine 43luga^n^the_vagina — if  the  patient  will  stand  the  mani- 
pulations necessary  to  insert  them,  and  the  use  of  q^nodynes  if 
the  pain  is  very  severe.  Operative  measures  while  the  patient 
is  in  the  acute  stage  are  generally  contra-indicated,  on  account 
of  the  danger  of  infecting  the  general  peritoneal  cavity,  unless 
the  patient  is  becoming  steadily  worse  as  the  result  of  absorp- 
tion from  the  tube,  or  unless  there  is  a  large  accumulatiQXi— of 
]3i3^s.  In  such  cases,  the  pus  g^a^c .  should,  if  _possible..  be  opened 
into  from  the  vagina,  arid  dxain^d. 

The  treatment^  of^chronic,  salp.ing:o:^  falls  under  two 

heads : — 

(a)  Palliative  treatment. 

(b)  Radical  treatment. 
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(a)  Palliative  Treatment.  —  Palliative  treatment  consists  in 
adopting-  sucli  measures  as  will  give  temporary  relief  to  the  pain, 
will  bring  about  a  diminution  of  the  inflammation,  and  will  tend 
to  correct  the  various  displacements  of  the  pelvic  organs  which 
may  be  present.  It  is  a  line  of  treatment  which  gives  satisfactory 
results  in  cases  in  which  there  are  no  accumulations  in  the  tubes, 
and  in  which  the  symptoms  are  not  very  severe.  It  consists,  at 
first,  in  the  use  of  hot  douclaes,  glycerine^and  ichthyol  jdJu^s,  and 
anodynes.  Curettinp-  has  also  been  recommended,  and  will  at 
any  rate  aff or d  relief _to  such  symptoms  as  are  due  to  the  accom- 
panying metritis.  It  has  even  been  said  that  it  cures  certain 
cases  of  salpingitis  by  removing  the  swollen  mucous  membrane 
which  obstructs  the  mouth  of  the  tube,  and  so  permitting  a  free 
escape  for  all  accumulations  (Poullet). 

Massage  is  also  recommended,  except  in  those  cases  in  which 
there  is  a  cystic  condition  of  the  tubes.  It  may  be  of  use  as  a 
means  of  stretching  bands  of  adhesions,  or  of  causing  the 
absorption  of  inflammatory  exudations  by  temporarily  increasing 
the  blood-supply.  In  cases  of  adherent  retroversion  of  the 
uterus  due  to  the  accompanying  pelvic  peritonitis,  a  cure  may  be 
obtained  in  some  cases  by  forcibly  breaking  down  the  adhesions 
by  Schultze's  method  {v.  page  336). 

In^sej  of  pynsa.lpinx  or  ovarian  abscess,  it  may  be  necessary 
to  o^^  into  the  abscess  sac  from  the  vagina,  evacuate  its  contei^s, 
and  then  plug  the  cavity  with  iodoform_j2ji_ze.  This  is  a  less 
serious  operation  than  the  total  removal  of  the  appendages,  but 
is  only  palliative.  If  it  is  necessary  to  operate  on  an  acute  case, 
vaginal  drainage  is  the  best  mode  of  procedure,  as  it  lessens  the 
risk  of  causing  a  general  infection.  The  su^au6pt.^i^^^ 
oiJlj&^ES^i^^  however,  be  most  probably  required.  In 
chronic  cases,  on  the  other  hand,  preliminary  drainage  is  rarely 
necessary,  and  a  more  radical  treatment  may  usually  be  at  once 
adopted. 

(b)  Radical  Treatment.— The  radical  treatment  of  salpingo- 
oophoritis  consists  in  the  adoption  of  one  or  other  of  the  following 
lines  of  treatment : — 

(Ur  The  removal  of  the  inflamed  appendages. 

(2)  The  rem  oval  of  the  inflamed  appendages  and  the  uterus. 

(3)  The  performance  of  plastic  operations  on  the  append- 

ages,  with   the   object   of   removing  the  diseased 
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portion  of 'the  ovary,  and  of  creating  a  new  ostium 
to  the  tube  if  the  fimbriated  extremity  has  become 
obliterated. 

The  remov4.,of  Jhein%naed_appendag  is  the  line  of 
treatment  most  commoniy''adop'ted  ^and,  if  the  disease  is  uni- 
lateral, it  is  undoubtedly  the  bgst.  The  tubes  and  ovaries  may 
be  removed  b:£^the_aMoiaejl^Jb^^  The  latter  route 

is  suited  for  those  cases'in  which  the  surrounding  adhesions  are 
not  too  dense  to  be  easily  broken  down,  and  in  which  the  vagina 
is  sufficiently  large  to  permit  the  necessary  manipulations  {v. 
page  247).  Under  these  circumstances,  it  is  usually  not  more 
difiicult  than  the  abdominal  operation,  and  even  if,  in  the  course 
of  the  operation,  it  is  found  that  it  is  impossible  to  remove  the 
tubes,  the  danger  of  a  subsequent  abdominal  operation  has  not 
been  appreciably  increased  by  what  has  been  done.  H. iiiajiUS 
i|stinj,n^ctiye,  as_  shoAQa_by  tl^^e  persistence  of  pyrexia,  the 
vaginal  p:pfi£atiQn  is  §^r,  as  it  is  not  attended  by  the  same  risk 
of  setting  up  a  general  peritoneal  infection.  As  a  rule,  it  will  be 
found  easierjo^remove  the  tumour  by  posterior  than  by  anterior 
colpotcrmy  {v.  page  89.5),  as  the  shortening  of  the  infundibulo- 
pelvic  ligament,  which  is  generally  found  in  inflammatory  cases, 
renders  it  very  difficult  to  draw  the  ovary  sufficiently  far  down 
through  the  anterior  fornix  to  permit  of  the  ligation  of  the 
ovarian  vessels. 

If  the  enlarged  appendages  extend  high  into  the  abdominal 
cavity,  and  especially  if  there  is  reason  to  believe  that  there  are 
intimate  adhesions  between  them  and  the  intestines,  the 
abdominal  route  is  the  better,  unless  it  is  decided  to  perform 
Landau's  radical  operation  and  to  remove  the  uterus  as  well. 

(2)  The  remoyj^fofJliejaie^^iiL  addition  to  the  removal  of 
the  inflamed^appendages  is  strongly  recommended  by  Landau, 
Pean,  and  others,  on  the  ground  that jnjcj;Ses  of  M  disease 
of  the  appendages,  the  uterus  is  also  so  much  diseased  thatj_if__it 
is  not  removed,  the  patient  is  only  half  ciired ;  while,  subsequent 
to  removal  of  the  appendages,  its  retention  is  not  of  any 
benefit  to  the  patient.  The  removal  is  carried  out  yer  vaqinam 
{v.  joage  3.59). 

1^-  Qpnservative.  operatioas,  with  the  object  of  r,gjbaining  a 
portion_of  the  ovary,  au.d  of  restoring  if  possible  the  abdominal 
ostium.^of^the_tube,  are  indicated  in  suitable  cases  when  the  dis- 
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ease  is  bilateral.  Resection  and  ignipuncture  of  the  ovary  (r. 
page  390)  are  indicated — the  former^  where  it  is  possible  to 
leave  a  healthy  portion  of  ovary  behind,  the  latter,  in  the  case 
of  multiple  small  cysts.  It  is  proved  beyond  doubt,  that  the 
retention  of  even  the  smallest  portion  of  normal  ovarian  tissue  is 
a  factor  of  importance  in  assuring  the  future  comfort  of  the 
patient.  The  restoration  of  an  abdominal  opening  to  the  tube — 
salpingostomy — is  indicated  in  patients  in  whom  it  is  desirable 
to  make  every  attempt  to  overcome  the  sterility  which  necessarily 
results  from  the  obliteration  of  the  ostia  on  both  sides.  There 
is,  however,  a  certain  amount  of  risk  in  its  performance,  as,  if 
the  contents  of  the  tube  are  not  sterile,  their  escape  may  set 
up  a  septic  peritonitis.  These  operations  can  be  carried  out 
by  the  abdominal  or  by  the  vaginal  route  {v.  page  247). 

NEW  GROWTHS  OF  THE  TUBES. 

The  benig^n  neoplasms  of  the  tubes  are  fgiv  in  number,  and 
are  not  of  any  great  clinical  importance.  Myoma.  papillQma, 
aden.oma.  are  all  said  to  occur.  A  myoma  of  the  tube  will  pro- 
bably not  cause  any  symptoms.  Papilloma  and  adenoma  cause 
an  enlargement  of  the  tube  which  very  closely  resembles  a 
pyosalpinx.  An  adenoma  is  also  said  to  cause  free  fluid  in  the 
abdominal  cavity  (Bland-Sutton). 

Such  cases  will  only  be  recognised  after  removal  of  the  append- 
ages, or  during  the  operation  itself.  As  their  removal  is  the 
correct  treatment,  the  actual  diagnosis  of  the  case  prior  to  the 
operation  is  not  a  matter  of  great  importance. 

The  malignant  ..gro^edjis  of  the  tubes  are  equally  rare. 
Instances  of  primary  sarcoma  and  carcinoma  have  been  recorded. 
Secondary  involvement  of  the  tubes  by  extension  from  th.e  uterus 
or  ovaries  may  sometimes  occur,  but  even  this  is  iioi  very 
common.  If  there  is  any  reason  to  suspect  the  existence  of 
malignant  disease,  an  exploratory  abdominal  cceliotomy  should 
be  performed,  with  the  object  of  ascertaining  the  exact  condition 
of  affairs. 

TUBERCULOSIS. 

Tuberculosis  ofjhej'aliopiajii.t^  is,  perhaps,  the  (^pmaaaaSS^ 
form  of  primary  tuberculosis  met  with  ili-ffiAWi;  if  .pulmonary 
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tubeimaQSi&is_exa^  It  usually  occurs  as  a  primary  con- 
dition, but  mav,^lso  be,tlie  result  of  extaosion  from  the  uterus 
or  ovaries.  Tuberculosis  is  the  r-nnTnin^^  ,  ftf  „ pvosalipinx 
in  vjrgius. 

Pathological  Anatomy.— M.&crosco^ical]j,  there  is  little  or 
nothing  to  distinguish  between  septic  or  gonorrhoeal  and  tuber- 
culous inflammation  of  the  tube.  The  latter  is  always  enlarged, 
and  is  either  cxstic^o,rji2t,  according  as  the  oMmL-ailS-QlL^e 
notoblitgrated  {v.  Fig.  78).    Microscopically,  the  walls  of  the 


Pig.  78. — Double  salpingo-oophoritis,  tlie  result  of  tuberculosis.  1.  Fundus 
uteri.  2.  Cervix.  3,  3.  The  distended  tubes.  4.  Fimbriated  extremity  of 
the  left  tube.  5.  Eight  tube  opened  to  show  cheesy  deposit  in  its  interior. 
6,  6.  Tubercles  beneath  the  peritoneum.  7.  Enlarged  ovary  on  the  right 
side.    8.  Mass  of  breaMng-down  tubercular  material.  {Boherts.) 

tube  are  found  to  be  the  seat  of  ts^^sLtubpcjiioui^J.^^^^ 
Koch's  bacillus  may  be  found  either  in  the  se^Ltjojis^fllLin-tlte 
contents  of  the  tubes,  but  it  is  not  always  easy  to  determine 
its  presence. 

Treatr^pt. — Tuberculous  tubes  shjjuld  ajgavs  be.  yemOY£.d 
complQ^ly.  The  fact  that  their  occurrence  is  so  common  is  a 
strong  reason  for  the  early  removal  of  all  cases  of  pyosalpinx. 
If  the  uterus  or  ovaries  are  also  involved,  they  must  be  removed 
as  well. 
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TUBAL  PREGNANCY. 

Tubal  pregnancy  can  liardly  be  said  to  be  a  disease  of  the 
tubes,  tliougli  in  all  probability  its  occurrence  is  permitted  by 
inflammatory  conditions  of  the  tubes  associated  with  incomplete 
blocking  of  the  ostia.  As  it  must  be  considered  an  obstetrical 
rather  than  a  gynascological  condition,  it  will  be  more  correctly 
discussed  in  books  of  the  former  nature. 


CHAPTER  XI. 

DISEASES  OF  THE  OVARIES. 

Displacements  of  the  Ovaries— Undescended  Ovary— Hernia  of  the  Ovary- 
Ascent  of  the  Ovary— Descent  of  the  Ovary— Varieties,  etiology.  Sym- 
ptoms, Diagnosis,  Treatment.  Inflammatory  Diseases  of  the  Ovary.  New 
Gro-ivths  of  the  Ovary— Cystic  Tumonrs  of  the  Ovary— Varieties,  ^Etiology, 
Symptoms,  Diagnosis,  Prognosis,  Treatment.  Solid  Tumovu-s— Fibroma 
—Sarcoma  — Carcinoma  — Symptoms,  Treatment.  Tnbercidosis  of  the 
Ovary. 

The  following-  ai-e  the  various  pathological  conditions  of  the 
ovary : — 

Displacements. 
Inflammatory  diseases. 
New  growths. 
Tuberculosis. 

DISPLACEMENTS  OF  THE  OVARY. 

The  normal  posiiiQn  of  the  ovary  is  thus  described  by 
Schultze        The  ovaries  lie  clgse  to  the  uterus  on  either  side 

within,  the  true  pelvis,  their  long_  axes  parallel  to  the 

latexaL,  widl_ of  Jhe  pelvic  and  nearly  so  to  the  median  plane. 
They  ....  extend'  upwards  from  the  uterus,  their  lateral 
attachinents  to  the  brim  of  the  pelvis  being  higher  than  their  con- 
n£i;^on.§Jta-the.  uterus.  They  lie  with  their  sugenoj^e^^gm^i^s 
irLJbh-e  plane  of  the  pelvic  inlet,  close  beneath  thg, inner"  edge 
of  the  ileo-psoas  muscle,  which,  wheal  in  momentary  contrac- 
tion, is  the  best  guide  for  the  external  hand  in  bimanual  pal- 
pation of  them." 

12 
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Under  the  head  displacements  of  the  ovary,  four  conditions 
are  inchided  : — 

(a)  Undescended  ovary. 

(b)  Hernia  of  the  ovary. 

(c)  Ascent  of  the  ovary. 

(d)  Descent  or  prolapse  of  the  ovary. 

(a)  Undescended  Ovary. — The  ovaries,  as  the  testicles,  are 
found  in  the  embryo  close  to  the  kidneys,  from  which  position 
they  gradually  descend  to  their  normal  site.  T^ae  non-occurrence, 
or  the  arrest,  of  this  process  of  descent  will  give  rise  to  the  con- 
dition known  as  undescended  ovary,  and,  as  a  result,  the  latter 
may  be  found  anywhere  between  the  kidneys  and  the  pelvic 
brim.  As  also  sometimes  happens  in  the  case  of  non-descent  of 
the  right  testicle,  non-descent  of  the  right  ovary  may  be  accom- 
panied by  a  non-descended  condition  of  the  caecum  into  the  right 
iliac  fossa  (Bland-Sutton). 

(b)  Hernia  of  the  Ovary. — Ovaries,  either  alone,  or  in  company 
with  the  tube,  intestines,  or  omentum,  may  be  found  in  the  sac 
of  an  inguinal,  femoral,  or  obturator  hCTiiia.  Hernia  of  the 
ovary  alone  is  known  as  an  oophorocele,  of  both  ovary  and  tube 
as  a  salpingo-odphorocele,  and  of  the  tube  alone  as  a  salpingo- 
cele.  Accidents  common  to  the  more  usual  forms  of  hernia,  as 
strangulation,  etc.,  may  occur  in  these  cases,  and  hence  some 
form  of  radical  cure  sh^uM_^^a_j3le_Jb^^ 

(c)  Ascent  of  the  Ovary. — Ascent  of  the  ovary  as  a  pathological 
condition  is  6^6  to  :  — 

(1^  Tumours  of  the  ovary. 

Tumours  in  Douglas'  pouch,  or  of  the  broad  ligament, 

so  situated  as  to  push  the  ovary  upwards. 
Tumours  of  the  uterus,  as  myomata. 
The  formation  of  peritoneal  adhesions  round  the  ovary 
or  fimbriated  extremity  of  the  tube  during  pregnancy, 
which  jorevent  these  structures  from  returning  to  their 
normal  position  as  the  uterus  involutes. 
Ascent  of  the  ovary  is  not  a  condition  of  very  great  clinical 
importance.    Its  trgafaneiit  is  th^_of  _the_conditio^^ 
causes  it. 

(d)  Descent  of  the  Ovary. — Descent  or  prolapse  of  the  ovary  is 
met  with  in  four  varieties  (Munde)  : — 

(1)  Retro-lateral  prolajDse. 
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(2)  Retro-uterine  prolapse. 

(3)  Ante-uterine  prolapse. 

(4)  Prolapse  into  the  infundibulum  of  an  inverted  uterus. 
The  last  two  varieties  may  be  dismissed,  as  they  are  only  of 

importance  from  their  cause.  Ante-uterine  prolapse  is  the  result 
of  the  formation,  and  subsequent  skrinkage,  of  adhesions  which 
tend  to  drag  the  ovaries  into  the  anterior  peritoneal  pouch. 
ProlajDse  into  the  infundibulum  of  an  inverted  uterus  is  the 
occasional  concomitant  of  the  inversion,  and  is  in  itself  of  no 
importance. 

The  first  two  vai'ieties  are  really  only  different  stages  in  the 
course  of  the  Same  displacement,  and  may  therefore  be  discussed 
at  the  same  time.  By  retro-lateral  prolapse,  is  meant  the  descent 
of  the  ovaries  into  the  sub-ovarian  fossa,  and  consequently  in  this 
degree  they  have  not  passed  over  the  utero-sacral  ligaments. 
By  retro-uterine  prolapse  is  meant  that  the  ovaries  are  lying 
in  Douglas'  pouch,  and  so  have  passed  over  the  utero-sacral 
ligaments.  It  is  to  these  conditions  that  the  term  prolapsed 
ovary  is  usually  applied. 

-^Jjoloai/.—The  causes  of  prolapse  of  the  ovary  fall  under  two 
heads : — 

^  Causes  situated  in  the  ovary  or  its  ligaments.  ,  These 
.  are, — relaxation  of  the  ligaments,  and  increase  in 

the  size  of  the  ovary  from  any  cause. 
Causes   situated  outside  the  ovary.    These  are, — re- 
trodeviations of  the  uterus,  pelvic  peritonitis,  and 
tumours  pressing  downwards. 
8vm'ptom,s.—lf  the  prolapsed  ovary  is  associated  with,  or 
causedlSy,  some  Qther_mQrbid^  its  symptoms_^e  to  a 

great  extent  masked  or  overshadowed  by  the  svmptoms  of  the 
a.ccompanying  condition.  The  symptoms  met  with  in  ovarian 
prolapse,  which  are  the  direct  result  of  such  a  condition  are,— 
more  or  less  well-marked  d,^sy^reunia.  and  tendeiy(^,-j;s  when  a 
vaginal  exainination  is  made,  both,  in  proportion  to  the  amount 
of  inflammation  which  is  present  in  the  ovary.  The  degree  of 
dyspareunia  may  be  so  great  as  to  cause  relative  sterility.  There 
niay_be  also  extreme  pn,i;n  when.^tKOowels  mQve,^jQ2:_Jji^ 
vyalking. 

Diagnosis. —The  symptoms  call  attention  to  the  possibility  of 
the  presence  of  this  condition.     Then,  on  making  a  vaginal 
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examination,  a  rounder jjyjiJaiider  swelling  is  found  ht^jhind  or 
s.ligMlxi'2-^l^?■-§i^-^.'?^-*^^^^®--^S£^  Isvsl  of  internal 

OS  or  at  the  bottom  of  Douglas'  pouch.  This  swelling  can  be  best 
felt  by  recto-vaginal  examination,  whilst  bj  bimanual  examii^a- 
tion  we  can  doii^rmine  the  fact  that  the  tubes  are  healthy,  and 
that  oiie  ojiother  ovary  is  missing  from  its  normal  place.  A  pro- 
lapsed ovary  may  be  confused  with  a  subserous  myoma  growing 
from  the  posterior  uterine  wall,  a  cystic  tube,  a  loop  of  intestine 
adherent  in  Douglas'  pouch,  and  a  tender  retrofiexed  uterus. 

Treatment. — The  treatment  consists  in  reinoying — as  far  as 
possible  —  any  condition  which  may  favour  the  prolapse 
of  the  ovary,  as  retro-deyiatious  of  the  uterus,  tiitagurs,  jetc,  i. 
and  in  adopting  measures  calculated  to  remove  Jlie  AQCQm- 
paiiying  inflammation  —  i,^thyoL_^lags,  hot  yajginal  douches, 
etc.  If  adhesions  are  present  and  are  the  cause  of  the  prolapse, 
the  ovary  may  be  shelled  out  in  very  much  the  same  way  as  in 
Schultze's  method  of  breaking  down  uterine  adhesions  {v.  page 
336),  or,  if  that  cannot  be  done,  some  relief  may  be  obtained  by 
means  of  massage.  If_there  are  small  cystic  tumours  present, 
the  diseased  porti.Qii  of  the  ovary  or_the  whole^qyary^ma;^  be 
removed  by  vaginal  cceliotom_y,  and  adhesions  broken  down  at 
the  same  time.  In  those  cases  in  Avhich  the  prolapse  is  due  to 
elongation  of  the  ovarian  ligaments,  an  operation  having  for  its 
end  the  shortening  of  the  infundibulo-pelvic  ligament  was 
proposed  by  Imlach  of  Liverpool. 

INFLAMMATOEY  DISEASES  OF  THE  OVARY. 

Inflammatory  diseases  of  the  ovary  have  been  already  fully 
discussed  under  the  heading  Salpingo-oophoritis  {v.  page  158). 

NEW  GROWTHS  OF  THE  OVARY. 
Before  entering  into  the  varieties  of  ovarian  new  growths,  it  is 
well  to  understand  the  nature  of  the  ovary  in  its  relationship  to 
these  structures  {v.  Fig.  79) .  "  Morphologically,  the  ovary  con- 
sists of  two  parts  :— that  which  forms  its  frg£,^siface  is  the  egg- 
bearing  part,  and  i^  p.p.IIp.1  the  paflhoj^i  (wov,  an  egg ;  <popsu,, 
I  bear) ;  the  parUiuislaliQILJSit^  tli^jjaj- 
)ophorma  (vra^)^,  beside;  cbov,  <popiu>),  and^repxesgats  the 
r^pSted  remains  of  the  glandulaiipartoLtl^^BggPjigPi^'Q^- 
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It  contains  no  follicles,  but  is  rich  in  blood-vessels''  (Bland- 
Sutton)  .  All  those  cysts  which  originate  in  a  Graafian  follicle 
(t.  e.  in  all  probability  all  ovarian  cysts)  will  accordingly  start 
in  the  oophoron.  It  is  said,  that  papillary  cysts  may  also  start 
in  the  remains  of  the  mesonephros  in  the  par-oophoron.  Solid 
connective  -  tissue  tumours  can  arise  from  any  part  of  the 
ovarian  stroma,  while  carcinoma  probably  always  starts  in  the 
oophoron. 

The  new  growths  of  the  ovary  may  be  divided  into  : — 
L  Cystic  tumours. 
5^  Solid  tumours. 
The  allocation  of  the  various  tumours  to  one  or  other  of  these 


Pig.  79. — Diagram  of  the  ovary  and  parovarium  showing  the  relationships  of 
the  oophoron  and  par-oophoron.  a.  Oophoron.  b.  Par-oophoron.  c. 
Vertical  tubviles  of  parovarium,  k.  Kobelt's  tnbes.  a.  Gartner's  dnct. 
(Bland-Sutton.) 

groups  is  somewhat  ai'bitrary ;  as  in  some  cases  tumours  which 
are  classified  as  cystic  may,  owing  to  an  overgrowth  of  their 
tissues,  become  solid;  whilst,  on  the  other  hand,  a  tumour  usually 
classified  as  solid  may,  owing  to  the  breaking  down  of  its  tissue, 
become  cystic.  The  allocation  is  made  according  to  the  form 
the  tumour  takes  at  the  commencement  of  its  growth,  and 
independently  of  any  secondary  change  which  may  take  place 
in  it. 

I.  C'yg™.,  J'uMOURsyp  ._m  QvApv. — Cystic  tumours  of  the 
ovary  are  very  much  more  common  than  are  solid  tumours. 
The  following  varieties  of  them  are  met  with : — 
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(A)  Mucoid  f  ^"^'Pl^  ^y^*^- 

1  Proliferating  adenomatous  cysts. 

^        I  Proliferating"  papillarj^  cysts, 

(b)  Dermoid  cysts. 

(c)  Mixed  mucoid  and  dermoid  cysts. 

(a)  Mucoid  Cysts. — Mucoid  cysts  are  the  commonest  fyrms  of 
cysts  of  the  ovary.  They  are  distinguished  from  dermoid  cysts 
by  the  fact  that  their  epithelial^  limiog  is  composed  of  mucoid 
cells — usually  cylindrjcal — whilst  dermoid  cysts  are  lined  by 
cells  derived  from  the  ectodermal  layer,  i.  e.  compound  squa- 
mous epithelium.    Tlireejornis  of  mucoid  cyst  are  met  Avith  : — 

(1^  A  simple  cyst,  consisting  of  a  single  loculus,  and  usually 
the  result  of  the  accumulation  of  fluid  in  a  Grraafian  follicle. 


Fig.  80. — Multiple  simple  cysts  of  the  ovary,  or  hydrops  follictilorum. 

geveral  such  cysts  maiy  be  foffld  in  J:he  same^vary  (r.  Fig. 
80). 

A  proliferating  adenomatojis  cyst,  consisting  of  numerous 
smooth-Avalled  cavities  of  varying  size^  and  filled  Avith  a  fluid  of 
varying  consistency  (v.  Fig.  81). 

(3)  A  ]2Xfl!ifgrg-tiBgL-B''E^^^jy-  -^J^^  consisting  also  of 
numerous  cavities  filled  with  fluids  and  into  which  project  Avart- 
like  prominences  that  on  microscopical  examination  are  found  to 
be  of  a  papillary  nature  {v.  Fig.  82). 

(b)  Dermoid  Cysts. — Dermoid  {Sep/ia,  the  skin ;  aSoc,  a  like-  ^ 
ness)   cysts  are  characterised  by  possessing  a  lining  ^f__2^1s 
derived  from  ectodermal  cells.    They  may  also  contain  other 
ectodermal  structures,  as  hair,  teeth,  sebaceous  glands,  and 
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nails,  and,  in  addition,  traces  or  even  large  quantities  of  tissues 
resembling-  almost  an}-  of  the  structures  of  the  body  {v.  Fig. 
84).  Amongst  these  may  be  mentioned  cartilage,  bone,  liver, 
mucous  and  mammary  glands,  and  smooth  muscle-fibre.  Der- 


FiG.  81. — Portion  of  a  proliferating  adenomatous  cyst  of  the  ovary.  1.  Outer 
surface  of  main  cyst  wall.  2,  2.  Large  secondary  cysts.  3,  4.  Smaller  cysts. 
5.  Adhesions  on  the  surface  of  the  main  cyst.  (Roberts.) 

moids  are  usually  of  a  comparatively  small  size,  and  rarely 
exceed  that  of  a  foetal  head. 

(c)  Mixed  Mucoid  and  Dermoid  Cysts. — Mixed  mucoid  and 
dermoid  cysts  are  occasionally  met  with.  They  are  composed 
of  several  loculi,  some  of  which  have  the  characteristics  of  a 
mucoid,  othei's  of  a  dermoid  cyst. 
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JEtiology. — Two  theories  have  been  suggested  to  account  for 
the  origin  of  miTCoid  cysts  : — 

(1)  That  they  are  congenital  in  origin,  and  are  due  to  the 
inclusion  in  the  ovary  of  a  cluster  or  clusters  of  germinal 
epithelium,  Avhich  do  not  go  to  form  Graafian  follicles  in  the 
ordinary  manner,  but  are  included  in  the  ovary  as  "  resting 
embryonic  epithelium."  This  epithelium  develops  at  a  later 
date,  and  by  its  proliferation  and  secretion  forms  a  cyst 
(Waldeyer,  De  Sinety.) 


3 


Fig.  82.— a  proliferating-  papillary  cyst  of  the  ovary.  1.  Uterine  end  of  Fallo- 
pian tube.  Below  is  the  ctit  sm'face  of  the  broad  ligament.  2.  Fimbriated 
extremity.  The  tube  which  was  dilated  has  been  opened.  3.  The  cyst  with 
septa  in  its  interior.    4,  4.  Papillomatous  masses.  {Roherts.) 

(2)  That  they  have  their  origin  in  a  Graafian  follicle,  the 
epithelium  of  which  has  for  some  reason  commenced  to  proliferate 
and  secT"ete. 

The  second  theory  appears  to  afford  the  most  probable  ex- 
planation. If  the  germinal  epithelium  can  take  on  generative 
action  and  form  a  cyst,  there  seems  to  be  no  reason  why  the 
epithelium  of  the  follicle— which  is  derived  from  the  germinal 
epithelium— should  not  also  take  on  action  and  so  be  the 
starting-point  of  a  cyst  (Steffeck).  Accordingly,  it  is  prob- 
able that  a  mucoid  cyst  is  in  all  cases  derived  from  germinal 
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epithelium,  eitlier  directly,  or,  more  usually,  indirectly  tlirougli 
the  epithelial  lining  of  a  Graafian  follicle.  From  some  cause, 
the  epithelial  lining  of  the  follicle  commences  to  secrete  fluid, 
this  fluid  accumulates,  the  follicle  distends,  and  becomes  a  cyst. 

If  the  assumption  of  the  power  of  secreting  is  the  only 
change  which  takes  place,  the  resultant  condition  is  a  simple  or 
unilocular  cyst.  The  contained  fluid  is  thin,  clear,  and  straw- 
coloured,  with  a  specific  gravity  of  1005  to  1026.  Occasionally, 
it  may  be  tiiiged  with  blood,  owing  to  the  rupture  of  a  small 


Fig.  83. — A  proliferating  papillary  cyst  of  the  ovary,  in  which  the  papillary 
masses  have  made  their  way  through  the  cyst  wall.  1.  Remains  of  ovary 
partially  converted  into  a  cyst,  which  has  biu-st.  2.  Cystic  portion  of 
ovary,  its  interior  is  filled  with  papillomatotis  growth.  3,  3,  3.  Papillo- 
matovis  masses  in  which  the  ovary  is  embedded.  Many  of  these  have 
sprouted  through  the  cyst  wall.    4.  Pedicle.  (Roberts.) 

blood-vessel  in  its  walls.  The  commonest  example  of  this  is  the 
cystic  dilatation  of  a  Graafian  follicle  known  as  hydrops  folliculi 
{v.  Fig.  80).  Similar  cysts  may  also  form  in  a  corpus  luteum. 
If,  however,  in  addition  to  secreting,  the  epithelium  lining  the 
follicle  proliferates,  a  so-called  proliferating  cystic  tumour  of 
the  ovary  results.  This  tumour  is  always  multilocular,  even 
in  those  cases  in  which,  to  the  naked  eye,  there  appears  to 
be  only  one  cavity.    As  the  epithelial  lining  proliferates,  it 
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may  either  grow  outwards  into  the  connective  tissue  of  the 
cyst  wall  and  there  form  diverticula  {v.  Fig.  85) ;  or,  if  the 
activity  of  the  epithelium  is  sufficiently  great,  it  may  project 
into  the  interior  of  the  cyst  in  the  form  of  little  ridge-like 


Fig.  84. — A  dermoid  cyst  of  the  ovary.  1.  Main  cyst  wall.  2.  Plates  of  cal- 
careous material.  3.  Long  masses  of  hair.  4,  4.  Bony  plate  contained  in 
a  nipple-like  process,  which  has  been  cut  in  half.  5.  Pad  of  fatty  material 
iitting  into  a  hollow  (7)  on  the  opposite  side.  6,  6.  Extremity  of  the  so- 
called  nipple,  covered  with  true  skin  and  hair.  {Roberts.) 

elevations  {v.  Fig.  86).  In  the  former  case,  the  condition  is 
known  as  a  proliferating  adenomatous  or  glandular  cyst ;  in 
the  latter  case,  as  a  ijroliferating  papillary  cyst. 
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The  aspects,  under  Avhicli  prgliferatiiig'  adenoinatoiis  cysts 
appear,  are  very  numerous,  and  consist  in  all  the  varieties 
betiveen  a  smooth- walled  npparcntlN-  unilucular  cyst,  and  an 
almt'-i  -ilid  tumour  of  a.  s].)onge-like_str!lcture.  Without  going 
iiito  a  full  description  of  them,  it  may  afford  some  assistance  in 
understanding  them  to  give,  shortly,  the  factors  which  deter- 
mine so  great  a  variety  of  forms  : — 

(1)  If  the  rapidity  of  cell  secretion  and  of  serous  transudation 


Fig.  85. — Proliferating  glandular  cyst  of  ovaiy.    Section  through  the  wall. 

(Wyder.) 


is  greatly  in  excess  of  the  rate  at  which  the  epithelium  pro- 
liferates, a  cyst  is  formed,  with  thin  smooth  walls,  which  is  only 
distinguishable  from  a  simple  cyst  by  the  facts  that  it  is 
usually  much  larger,  and  that  if  carefully  examined  smaller 
cysts  will  be  seen  in  its  walls.  If  the  walls  are  examined 
microscopically,  the  epithelium  which  usually  lines  the  interior 
of  these  cysts  may  be  found  to  be  completely  wanting,  or  to 
have  disappeared  in  parts.     This,  and  the  fact  that  the  cyst  is 


188  PRACTICE  OF  GYNAECOLOGY 

usually  composed  of  one  large  cavity,  are  due  to  what  may  be 
called  pressure  atrophy,  i.  e.  ati-ophy  of  the  cells,  and  of  the 
dividing  septa  between  the  different  loculi  of  the  cyst,  owing 
to  the  pressure  exerted  upon  theni  by  the  fluid. 

(2)  If  the  cellular  proliferation  proceeds  at  a  quicker  rate 
than  does  the  accumulation  of  fluid,  then  the  proportion  of  cyst 
wall  to  fluid  contents  is  increased,  and  a  tumour — multilocular 


Fig.  86.— Proliferating  papillary  cyst  of  ovary.     Section  through  the  wall. 

{Wyder.) 

—is  formed,  in  which  comparatively  thick  walls  divide  cavities 
of  various  sizes,  and  are  themselves  honeycombed  with  other 
and  still  smaller  cavities. 

The  following  sentence  describes  this  condition  A-ery  well  :— 
"  Secondary  pouches  (with  fluid  contents)  form  on  the  surface 
and  in  the  Avails  of  the  large  cyst;  secondary  and  tertiary 
generations  grow  out,  masses  of  areolar  tissue  add  themselves 
here  and  there,  and  so  come  to  render  more  complex  this 
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sino-ular  variety  of  ovarian  degeneration.  According  as  the 
amount  of  areolar  tissue,  and  the  number,  size,  and  distribution 
of  the  pouches  are  varied,  so  all  the  different  forms  which  have 
been  described  are  obtained  "  (Quenu). 

(3)  If  the  activity  of  the  mucoid  cells  lining  the  interior  of 
the  cyst  is  considerable,  the  contents  are  thick  and  ropy  OAving 
to  the  presence  of  pseudo-mucin.  If,  on  the  other  hand,  then- 
activity  is  slight  and  the  accumulated  fluid  is,  in  the  main,  the 
result  of  serous  transudation,  the  fluid  is  thin  and  limpid,  and 


Fig.  87. — Dermoid  cyst  of  ovary.    Section  tlirotigli  the  wall.  {Wycler.) 


contains  no  pseudo-mucin.  As  a  rule,  it  is  also  found  that  a 
liniiTg  of  cylindrical  ciliated  epithelium  is  associated  with  thin 
limpid  contents,  a  lining  of  cylindrical  non-ciliated  epithelium 
with  thick  mucus-like  contents  (Gebhart) . 

Prolifpratino-  papillary  cysts  are  luckily  much  rarer  than 
proliferiiiiiig  glandular  cysts.  The  essential  difference  between 
them  is,  that  in  the  papillary  cysts  the  acuity  and  power_  of 
growth  oj^yieepithelium  isyery  muc_h  more  marked  than  in  the 
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glandiilar_c;^t.  This  results_^m  the  outgrowth  of  epithelial 
vegetations  on  the  cyst  wall,  aiid  in  the  grea.t  tftnrlpinf'v  |o  take 
' ^LiHf!:^^ ts^^lSJlLaction  which  these  cysts  possess.  The  variations 
in  form  and  size  are  also  very  numerous,  but  the  enormous  size 
which  is  sometimes  found  in  the  case  of  adenomatous  cysts  is 
not  reached.  The  papillary  groups  of  epithelial  cells,  which 
first  appear  on  the  interioj;^of  _the_^sts,  afterwards  tend  to  grpw 
outwards  on  to  the  exterior,  and  from  it  they  may:  invade  the 
penjboneum  {v.  Fig.  83) .  From  the  commencement  of  jDeritoneal 
I  invasion,  the  history  of  the^casg_is__oafi_of  malignant  disease. 

It  is  probable  that  papillary  cysts  may  sometimes  arise  in  the 
degenerated  remains  of  the  glandular  portion  of  the  meso- 
nephros  (Wolffian  body)  which  constitute  the  par-oo^Dhoron. 

Several  theories  have  also  been  brought  forward  to  explain 
the  origin  of  dermoid_cvsts  : — • 

(1)  That  they  are  due  to  the  inclusion  of  a  portion  of  ecto- 
derm in  the  ovary,  at  a  time  at  Avhich  the  latter  lies  close  to  the 
former  (Verneuil,  Lannelongue).  This  theory,  while  it  serves  to 
account  for  the  presence  of  ectodermal  structures  in  these 
tumours,  does  not  in  the  least  account  for  the  presence  of  the 
various  structures  which  are  found  which  are  not  ectodermal  in 
origin. 

(2)  That  they  are  instances  of  parthenogenesis  (ovular  deve- 
lopment without  impregnation),  that  is  to  say,  that  an  ovule 
takes  on  growth  per  se  and  develops  an  atypical  incomplete 
embryo — in  which  many  of  the  ordinary  tissues  of  the  body  are 
represented  whilst  others  are  not,  such  tissues  being  arranged  in 
no  recognised  order  but  grouping  themselves  haphazard 
(M.  Duval).  In  support  of  this  theory  come  the  facts  that 
parthenogenesis  is  a  common  occurrence  in  lower  orders  of 
insect  life,  and  that  if  the  process  is  continued  for  too  many 
generations  the  offspring  deteriorates  ;  that  segmentation  with- 
out fertilisation  has  been  observed  in  the  ovule  (Morelle)  ;  and 
that  a  very  small  dermoid  tumour  has  been  seen  in  the  centre  of 
a  Graafian  follicle  (Steinlin).  Such  a  theory  also  helps  to 
explain  those  cases  in  which  mixed  mucoid  and  dermoid  tumours 
are  found,  on  the  ground  that  proliferation  takes  place  of  the 
epithelium  of  a  Grraafian  follicle  in  which  a  dermoid  tumour  was 
develop]  ug. 

(3)  That  a  dermoid  is  derived  from  a  cell  called  a  "nodal 
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cell,"  whicli  lias  been  lying  latent  up  to  tlie  time  of  the  forma- 
tion of  the  tumoux\ '  Barcl,  who  was  the  originator  of  this 
theory,  applies  the  term  "  nodal  cell "  to  the  cells  of  the 
ovule  prior  to  the  differentiation  of  the  three  layers  of  the 
embryo.  As  these  layers  are  derived  from  these  "nodal  cells," 
each  cell  must  apparently  have  the  power  of  developing  dif- 
ferent tissues.  Such  a  theory  would  explain  those  cases  in  which 
dermoids,  containing  tissues  other  than  ectodermal,  have  been 
found  in  other  parts  of  the  body  than  the  ovary. 

Mixed  tumours  have  been  best  explained  by  the  supposition 
of  the  parthenogenetic  origin  of  dermoid  tumours,  as  has  been 
described. 

Sv^^^m^- — The  symptoms  due  to  the  presence  of  ovarian 
cysts  niay  be  generally  stated  to  consist  of  the  following  : — 

MenstruaL..4^aQiid£a:s.  These  are  very  variable  in  the 
form  they  take.  They  consist  sometimes,  and  perhaps  most 
frequently,  in  the  occurrence  of  4iglil.™^noiTh^ia_and_met^ 
rhao-ia^_  and  dysmenorrhoea  ;  more  rarely — in  those  cases  in 
which  the  ovarian  tissue  is  completely  destroyed — in  amenor- 
rhoea. 

(2)  faig^siire  ,^j;iji];toa).s.  The  extent  of  the  pressure  sym- 
ptoms depends  upon  both  the  size  and  the  situation  of  the 
tumour.  Very  large  tumours  cause  serious  pressure  upon  the 
heart,  lungs,  stomach,  and  intestines,  and  so  give  rise  to  cardiac 
palpitations  and  perhaps  failure,  pulmonary  dyspnoea,  vomiting, 
and  intestinal  atony.  Smaller  tumours,  on  the  other  hand, 
which  become  impacted  in  the  pelvic  cavity,  may  cause  severe 
pain  from  pressure  upon  the  sacral  nerves,  and  interference  with 
the  functions  of  the  bladder  and  rectum. 

(3)  Constitutional  disturJiaaggs-  These  consist  in  the  occur- 
rence of  dyspensia,  debility,  insomnia,  and  such  reflex  dis- 
orders. 

Biagnosis. — The  diagnosis  of  a  small  ovarian  tmnour  has  to 
be  made  from  cystic  enlargement  of  the  tube  and  subperitoneal 
myomata  of  the  uterus.  This  can  as  a  rule  be  best- accomplished 
by  means  of  a  bimanual  examination,  unless  the  tumour  is  very 
small,  when  it  can  possibly  be  best  made  by  an  abdomino-recto- 
vaginal  examination.  The  cj;ia£acteristic  marka^^l  a  sma,]l  or 
in^dium-sized  ovarian  tumouja^e  as  follows':-— " 

(1)  A  tumour  is  felt,  distinct  from  the  uterus  but  connected 
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with  it  by  means  of  a  pedicle,  and  situated  in  the 

neighbourhood  of  one  or  other  ovary. 
(2^  The  ovarian  ligament  runs  into  the  tumour  {v.  Fig.  88). 
(3)  An  ovary  can  be  felt  on  one  side,  and  only  the  tumour 

on  the  other. 

In  the  case  of  a  large  tumour  which  fills  the  entire  abdomen, 
it  is  more  difficult  to  arrive  at  a  correct  diagnosis.  Such  a 
tumour  may  be  confounded  with  a  fibro-cystic  tumour  of  the 
uterus,  a  pregnant  uterus,  a  collection  of  ascitic  fluid,  a  large 
cystic  kidney,  an  enlarged  spleen,  and  an  extra-uterine  pregnancy 


Fig  88  —Posterior  view  of  the  broad  ligament,  showing  the  blood-supply  and 
'the  attachments  of  the  ovary,    o.  Ovary,    ol.  Ovarian  ligament,  ov. 
Ovarian  vessels  entering  through  the  infundibulo-pelvic  hgament.  uv. 
Uterine  vessels.    tJ.  Uterus. 

at  or  near  full  term.    The  diagWs  of  .ajarge  m^arian^^^ 
can  be  made  by  noting  the  following  points  :— 

(1)  The  history  of  the  case  will  show  that  the  tumour  has 
grsmn  upwards  fromjhe  pelyic..Urim,  and  not  downwards  from 
the  region  "of  the  kidney  or  spleen.  Tumours  of  renal  or  splenic 
origin  grow  downwards. 

(2)  The  outlines  of  the  tjimour  are  distinct,  and,  if  the  abdomen 
is  percussed,  it  wHl  be  found  to  be  dijll^ihe  ceiitre  a"d  resonant 
round„the^  sides.  In  ascites,  there  is  no  well-marked  outlme 
unless  the  fluid  is  encysted,  and  the  sides  are  usually  found  to 
be  dull  while  the  centre  is  resonant. 

(3)  ^  As  in  the  case  of  a  small  cyst,  the  most  reliable  point  is 
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the  noting  that  the  tomour  is  distinct  from  the  uterus,  but  that 
it  is  connectedjvitli  it  by  means  of  a  pedicle.  The  pedicle  of  an 
ovarian  tumour  can  usually  be  felt  in  the  following  manner:  — 
Seize  the  cervix  in  an  American  forceps,  and  insert  the  middle 
finger  into  the  rectum  and  the  index  finger  into  the  vagina.  Get 
an  assistant  to  draw  the  uterus  well  down  within  reach,  and  pass 
the  rectal  and  vaginal  fingers  upwards  at  one  or  other  side  of 
the  uterus,  in  such '  a  manner,  that  they  enclose  the  broad  liga- 
ment between  them.  Lastly,  get  an  assistant  to  push  the  tumour 
upwards  towards  the  diaphragm ;  the  fingers  will  then  feel  the 
pedicle  tightening— if  there  is  one — and,  when  the  assistant 
allows  the  tumour  to  fall  back  again,  the  pedicle  will  be  felt  to 
relax.    The  determinate^ 

fiwn_Jhe_jiteiMjs^^  the  possibilityjDf  J^^^ 

uterine  pregnancy,  and  will  ahnost^exchj^  the  possibility _of  a 
filpro-cystic  tumour  of_thejiterus. 

If  it  is  not  possible  to  separate  the  tumour  from  the  uterus, 
even  when  the  examination  is  made  under  an  angesthetic, 
pregnancy  and  fibro-cystic  tumours  must  be  excluded  as  far  as 
possible  by  the  symptoms  of  the  patient.  This  is  as  a  rule  easy 
to  do  in  cases  of  pregnancy,  in  which  the  differential  diagnosis  is 
most  important.  In  cases  of  doubt,  a  positive  diagnosis  can 
always  be  obtained  by  waiting.  Fibro-cysts  of  the  uterus  are 
more  difficult  to  distinguish ;  but,  in  their  case,  the  importance 
of  an  accurate  diagnosis  is  not  so  marked,  and  doubts  can  be 
cleared  away  by  an  exploratory  coeliotonw.  The  same  remark 
applies  to  cases  of  extra-uterine  gestation  after  term ;  before 
term  the  symptoms  of  the  case  are  usually  sufficient. 

Prognosis. — The  prognosis  of  a  cystic  ovarian  tumour,  which 
is_not  I'emoved,  is  very  bad.  Death  will  be  brought  about  in 
one  of  the  following  ways : — 

the  pressuije  the  tumour  exerts  on  vital  organs,  notably 
on  the  heart  causing  its  failure ;  on  the  intestines  causing 
obstruction ;  on  the  ureters  causing  urtemia  ;  on  the  lungs  caus- 
ing impeded  respiration  and  oedema. 

(2]  By  the  toxij^,  eifect  the  absorption  of  its  coiitents  may 
ha\'e. 

By  ijutref action  or_guppurat^Q^  occurring  in  the  tumoiir. 
Either  of  these  may  occur  as.Jhg_re§ji]jijif,  or  independently  .of. 
twistingofthe  pedicle. 
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(4]  By  rupture  of  the  cyst  wall  and  consequent  fatal,  peri- 
tonitis or  lijenigrrha,'; e . 

(5)  By  obstructing-  labour,  and  so  causing  rupture  of  the 
uterus. 

(6^  B^  causing  metastases,  if_m^lignant,  in  other  organs  or  on 
the  peritoneum. 

Papillary  cysts  of  the  ovary  are,  with  the  exception  of  actual 
malignant  growths,  the  most  dangerous  of  ovarian  tumours, 
as,  once  the  papillary  masses  have  burst  through  their  capsule, 
the  rest  of  the  history  of  the  case  is  the  same  as  that  of  ma- 
lignant disease. 

Txeatment. — All  cystic  tumours  of  the  ovary  must  be  removed, 
as  it  IS  mipossible  to  determine  whether  they  are  of  a  harmless 
nature  or  not  without  doing  so.  Removal  may  be  effected  in  the 
case  of  small  cysts  through  the  vagina  {v.  page  247),  in  the  case 
of  large  cysts  through  the  abdominal  wall  {v.  page  385).  The 
only  form  of  ovarian  cyst,  which  may  be  left  alone  with  safety, 
is  a  simple  cyst.  It  is,  however,  unfortunately  impossible  to 
tell  with  certainty  that  a  cyst  is  a  simple  cyst  without  removing 
and  examining  it  carefully. 

Aspiration  of  the  contents  of  ovarian  cysts  as  a  means  of  cure 
is  a  practice  which  is  not  infrequently  resorted  to,  although  it 
has  been  condemned  JsyjilLmpdera  Aspiration,  or 

tapping,  never  effects  a  cure.  On  the  contrary,  if  the  tumour  is 
malignant,  it  renders  dissemination  of  its  contents  through  the 
peritoneal  cavity  more  likely.  Further,  every  time  a  cyst  is 
tapped,  adhesions  may  be  formed  between  the  cyst  and  the  ab- 
dominal wall ;  and  so  a  case,  which  at  the  commencement  may 
have  been  uncomplicated,  may  be  rendered  most  complicated. 
Tapping  of  a  cyst  is  on^  permissible  under  one  condition  : — 
If  _a  patient  Js^ dying  from  cardia(L.f.ajlure_djie_Xo^lie^ 
ojLa-CJst,  tapping  may  be  resorted  to  with  the  object  of  re- 
moving the  urgent  symptoms  of  the  case  and  bringing  the 
patient  into  a  condition  more  suitable  for  operation.  Tapping 
of  the  peritoneal  cavity  may  be  sometimes  necessary,  in  cases 
complicated  by  ascites,  in  order  to  clear  up  the  nature  of  the 
case. 

SoLp  TuMQgR|^_pj_THE^  soHd  tumours  of  the 

■ovary  which  are  met  with  are  the  following  : — 
(a)  Fibroma. 
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(b)  Myoma. 

(c)  Sarcoma. 

(d)  Carcinoma. 

(a  and  b)  Fibroma  and  Myoma. — The  fibroma  and  the  myoma 
are  both  rare  tumours  in  this  region,  especially  the  myoma. 
When  the  latter  occurs,  it  is  found  to  consist  of  unstriped 
muscle  tissue  with  which  there  may  sometimes  be  a  mixture  of 
fibrous  tissue.  Both  occur  as  encapsuled  tumours,  and  in  this 
way  may  be  distinguished  from  sarcomata  which  infiltrate  the 
ovary  generally. 

(c)  Sarcoma. — Sarcoma  of  the  ovary  occurs  from  infant  life 
up  to  puberty,  ajicl,  also  between  the  ages  of  twenty-five  and 
forty-five  (Bland- Sutton) .  It  may  reach  a  comparatively  large 
size,  and  is  usually  composed  of  a  mixture_.of_s.pin^^ 

cells.  If  one  ovary  is  affected,  the  other  will  probably  be  also 
attacked.  Sarcoma  rapidly  generalises  itself  and  proyes__fatal. 
Cystic  degeneration  of  these  growths  is  very  common,  and,  fre- 
qujgntly,  h£emorrhages  take  place  into  the  cavities  thus  formed. 

(d)  Carcinoma. — Carcinoma  of  the  ovary  as  a  primary  condi- 
tion is  by  no  means  so  uncommon  as  it  is  sometimes  stated  to 
be.  It  is  the  most  common  form  in  whicJi  malignant_  disease 
attacks  the  oyary,  and  not  infrequently  arises  _in  a  mucoid 
cjgt.  Secondary  deposits  occur  consecutive  to  carcinoma  of 
the  breast,  the  ^^gjj^,  and  the  ^Jligrus ;  in  such  cases  both 
Q^aaj^  are  nf|.Rn  ^p.fPftnWl  (Bland-Sutton).  Cystic  degenera- 
tion of  these  tumours  may  occur,  and  involyenieiit  of  the  re- 
tro-peritoneal _g-laiids  takes  place  at  an  early  stage. 

^mmQ^om§. — The  symptoms,  which  solid  tumours  of  the  ovary 
give  rise  to,  are  the  same  as  those  which  have  been  described 
under  the  head  of  cystic  tumours.  In  the  malignant  jorms, 
as(:;ites  is  very  common,  and,  as  the  growth  spreads,  all  the  . 
pelvic  contents  are  involved  and  compressed.  As  these  forms 
become  generalised,  the  usual  symptoms  of  malignant  disease 
appear  as  well. 

Treatment. — The  methods  of  diagnosing  the  nature  of  the 
enlargement  are  the  same  as  in  the  case  of  cystic  tumours. 
The  treatment  is  also  similar;  that  is,  the  tumour  must  be  re- 
moved, unless,  as  in  the  case  of  advanced  malignant  disease,  it 
is  obviously  impossible  to  remove  the  entire  growth.  In  cases 
of_&arcoma.  it  is  always  advisable  to  remove  both  ovaries. 
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TUBERCULOSIS  OF  THE  OVAEY. 

Tuberculosis  of  the  ovary  very  rarely  occurs  as  a  primary 
condition,  and  is  more  frequently  secondary  to  tuberculosis  of 
tlie  tubes  {v.  Fig.  78)  or  of  the  peritoneum,  or,  more  rarely,  is 
secondary  to  tuberculosis  of  more  remote  organs,  as  the  lungs. 
It  usually  results  in  the  formation  of  an  ovarian  abscess. 

The  symptoms,  methods  of  diagnosis,  and  treatment,  are  the 
same  as  those  of  salpingo-oophoritis  {v.  page  158). 


CHAPTER  XII. 


DISEASES  OP  THE  PELVIC  PEEITONEUM  AND  OP  THE 
UTEEINE  LIGAMENTS. 

Pelvic  Peritonitis :  Pathological  Anatomy^  Symptoms,  Prognosis,  Treatment — 
Pelvic  Cellulitis  :  Pathological  Anatomy,  Symptoms,  Treatment,  Diagnosis, 
Prognosis — Tumours  of  the  Broad  Ligament — Cysts :  Pathological  Anatomy, 
Treatment — Fibroma — Hsematoma— Tumours  of  the  Eoimd  Ligament — 
Cysts — Fibroma. 

PELVIC  PERITONITIS. 

Pelvic  peritonitis  is  tlie  term  applied  to  inflammation  of  the 
pelvic  peritoneum.  It  is  also  known  as  perimetritis,  when 
it  affects  the  peritoneum  covering  the  uterus  and  of  the  broad 
ligaments. 

Etiology. — Pelvic  peritonitis  is  invariably  present  to  a  greater 
or  less  extent  in  salpingo-oophoritis,  as  a  result  of  the  extension 
of  the  tubal  infection  to  the  joeritoneum.  In  other  cases,  the 
source  of  infection  may  be  the  intestines,  or  infection  may  occur 
as  a  result  of  perforating  wounds  of  the  uterus  or  vagina, 
or,  possibly,  owing  to  the  extension  of  infection  from  any 
part  of  the  pelvic  connective  tissue  by  means  of  the  lymphatics. 
The  last  cause  opens  up  the  question  as  to  whether  infection, 
travelling  through  the  lymphatics  of  the  broad  ligament,  sets  up 
peritonitis  or  not.  In  all  probability  it  does  not  set  up  peri- 
tonitis but  rather  inflammation  of  the  connective  tissue,  i.  e. 
parametritis  (Widal). 

T^gfho^'^(fic(^  ^ncbtoiny. — As  a  consequence  of  infection,  an 
fiy  11  Ration  of  Ivmph  is  230ured  out  on  the  surface  of  the 
peritoneum,  and  arl^psions  form  between  o_ppo^ing..^irfacgs  in 
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all  directions.  As  a  result,  tlie  intestines  become  adherent  to 
one_  anothei',  to  the  uterus,  and  to  the  appendages  ;  while  the 
uterus  and  appendages  become  glued  together  and  to  the  peri- 
toneum of  Douglas^  pouch,  ^^the  infection  is  ^^j^,  ]dus  may 
form,  and,  collecting  in  the  interspaces  between  the  adhesions, 
may  lead  to  accumulations  of  very  considerable  size.  Such  an 
abscess  may  burst  either  externally,  or  into  the  vagina,  uterus. 
bladder,  rectum,  or  intestines.  As  the  inflammation  subsides, 
the  adhesions  contract  and  become  firmer,  and  in  this  way 
adherent  malpositions  of  the  uterus  and  fixed  ovaries  are  pro- 
duced. 

^  ^2^mg^gj2jj^. — The  symptoms  caused  by  acute,  P.^lyiQ-  .f  fi^'^- 
a,)^^  tonjiia  are  almost  the  same  as  those  caused  by  acute  salpingo- 
j-^^jt^  oophoritis.    As  the  chronic  „st^ge  is  reached,  the  symptoms 

""^^^ xS!^^  ^^iS— ^2_^]l£_>JiSEi9'-£§fflfi2iSj  which  the  contraction  of  the 
'^"yy^  adhesions  causes,  of  the  various  organs.    Thus,  there  may  be 
the  symptQms__Qf^  chronic^  metritis,  from  the  displacement  of 
<v<-(f«^^-^the  uterus ;  irritability  of  the  bladder,  from  the  traction  ex- 
^       erted  upon  it  by  contracting  bands  ;  flatulence,  and  a  greater 
jJk^  or  less  degree  of  obstruction_  to  jlie  iiitastines,  from  constrict- 
V  ing  bands,  and  ovarian  tend_erness,  ot jpain,  from  jaressure  on 
the  ovaries. 

Prognosis. — The  prognosis  of  pelvic  peritonitis  in  its  acute 
stage  is  somewhat  serious,  on  account  of  the  risk  of  the  in- 
fection extending  to  the  general  peritoneal  cavity.  Even  after 
the  acute  stage  has  passed  away,  a  return  of  it  may  occur  at 
any  time.  In  the  chronic  stage,  pelvic  peritonitis  does  not 
as  a  rule  endanger  life,  except  in  rare  cases  by  causing  in- 
testinal obstruction.  The  patient,  however,  seldom  completely 
recovers  from  an  attack,  as  the  adhesions  and  their  eifects 
persist,  causing  a  varying  degree  of  discomfort  or  pain. 

^reatmmt. — The  treatment  of  pelvic  peritonitis  in  the  acute 
stage' consists  in  keeping  the  patient  at  rest^jnbed,  adopting 
measures  to  relieve  the  pain,  and  promoting  the  peristalsis  of 
the  intestines.  The  pain  may  be  best  relievedj'y  appli- 
cation of  hot  stupes  oyer  the  hvpogastrium.  or  sometimes  of 
an  ice-bag,  by  warm  vaginal  douches,  and  by  the  insertion 
of  ichthvol  plugs  into  the  vagina.  Leeches,  and  dry-cupping 
over  the  lower  portion  of  the  abdomen  are  also  recommended. 
If  accumulationsotmg  form  in  Douglas'  pouch  or  amongst 
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the  intestines,  they  mnst  be  ojened.  if_iDossibIe  through  the 
vagina.  If  the  abscess  must  be  opened  from  above,  sufficient 
time  must,  if  possible,  be  allowed  to  permit  of  the  formation 
of  adhesions  between  its  wall  and  the  abdominal  walls.  dUr 

In  the  chronic^ jtg£-e,  relief15iy^b#^fforded  to  the  ^jm-j^j^j^ 
ptoms  bjTtiie  samepalliative  measures  as  give  relief  in  sal- 
pingo-oophoritis  {v.  page  172).    The  mdical  treatment  of  this 
stage  consists  in  the  following  measures:  — 

(1]  The  removaLof. the  ca^se-OjJjiejJeritoj^^    as  inflamed 
ov^es  or  tubes,  suppuratmg  tumours,  etc. 

(2}  The  breajdng_d_omi_-of^^adj]^^  with  a  view  to  cor- 
reclnig  the  malposItioTiraf  the  uterus  Avhich  they  cause.  This 
proceeding  may  be  carried  out  by  external  manipulations  by 
Schultze's  method  [v.  page  336),  or  after  opening  into  the 
peritoneal  cavity  either  by  the  vaginal  or  the  abdominal  route. 

As  a  rule,  it  is  advisable  to  commence  in  chronic  pelvic 
peritonitis  with  palliative  treatment,  and  to  persist  in  it  for 
some  time.  If  it  fails  to  relieve  the  j)ain,  then  curetting  and 
the  breaking  down  of  adhesions  by  Schultze's  method  is  tried. 
If  the  latter  procedure  is  found  to  be  impossible  or  inefficient, 
it  will  be  advisable — if  the  symptoms  are  severe — to  open  the 
abdominal  cavity  with  a  view  to  discovering  the  exact  condi- 
tion of  aifairs  and  to  correcting  it.  If  this  is  done,  adhesions 
can  be  broken  down,  diseased  appendages  removed  if  neces- 
sar)',  and  the  uterus  fixed  anteriorly  either  by  ventro-  or  vagi- 
nal fixation. 

PELVIC  CELLULITIS. 

Pelvic  cellulitis  is  the  term  apjolied  to  iy^ gjn m ati on  the 
i)elvi(^subp|^^^.ori,qg,l  .tissue  due  to  infection,  either  directly,  or 
from  an  already  infected  area  vux  the  lymphatics.    When  it 
affects  the  subperitoneal  tissue  in  the  neighbourhood  of  the 
uterus  or  broad  ligaments,  it  is  sometimes  termed  parametritis. 
It  mgst  usually  occurs  as  a  condition  secondary  to_septic  or  , 
gonorrhog^al,_ffl^metrijbis.  especinlly  when  such  a  condition  .starts  1 ' 
after  parturition.    It  also  occurs  from  timmiatjsins.  as  deep  \\ 
lacerations  of  the  cervix  and  wounds  of  the  vaginal  vault, 
which  by  openiaig  into  the  pelvic  tissue,  permit  the  passage  of 
bacteria. 
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Patholoaic(d__Aiw^^  forms  of  jDelvic  cellulitis  may 

(    occur  :— a  diffuge  foyp.  in  whicli  the  infection  extends  rapidly 
through  the  entire  pelvic  connective  tissue;  and  a  circumscribed 
form,  in  which  the  infected  area  remains  limited  to  one  portion 
of  the  connective  tissue.    In  the  former  case  the  infection  is 
MaailljUinQre^vii^^   the  entire  pelvic  tissue  becomes  infiltrated 
by  an  exudatigii  of .  smjbll_rgund-oellR  and  serq-puT^i^ept  flnid, 
and  as  this  exudation  increases  in  amount  the  uterus  becomes  so 
fixed  that  it  seems  to  be  embedded  in  plaster  of  Paris.    In  the 
a    dr cumscri]^gd^.,jQqn ,  this  exudation  is  limited  to  one  oi^  other 
sidg  of,  or  in  front'  of  or  behind,  the  uterus,  and,  according  to 
•  ^  rits  situation,  is  spoken  of  as  anterior,  ppsterior.  or  lateral  para- 
l metritis.    In  either  form,  the  exudation  may  follow  one  of  two 
courses ;  — it  may  be  absorbed,  or  suppuration  may  take  place. 
§<J?    I  In  those  cases  in  which  ^soriTjdmi  occurs,  a  certain  degree  of 
infiltration  and  of  cicatnci^^_con^£ti^^  jof  the  uieiingjigaiagnts 
persists,  leadingjto  subsequent  displaceiiieais  of  the  uterus  {v. 
■2_  P^§'^        ^^^^  ^iS'-  ^9)-  abscess  forms,  it  opens  most 

fr^£U£ntl3La,bov^JPoi^  may  also  open  through 

the  ischial  foramen,  at  the  outer  margin  of  the  quadratus  lum- 
borum,  beloAv  Poupart's  ligament,  or  into  the  vagina,  bladder, 
or  rectum  (Diihrssen). 

8vm'^^(^s. — The  symptoms  are  very  similar  to  those  of  the 
acute  ■&tfl;gfi  of  jylvii^jipvitn^^  If,  as  sometimes  ha^Dpens,  the 
sheath  of  the  ileo-psoas  muscle  is  involved,  the  patient  when  in 
■VwiAW-bed  will  lie  with  the  leg  on  the  a-f^^f.g^d, R;rl e  flexed,  in  order  to 
relax  the  muscle  as  far  as  possible.  I^gu^Egjg^s,  the  temperature 
becomes  hectic  in  character,  and  night  sweats  and  rigors  occur. 
In  the  chronic  stage,  the  symptoms  are  due  to  the  displacements 
which  are  brought  about  by  the  cicatricial  contraction  of  the 
ligaments. 

Diagnosis. — The  diagnosis  is  made  from  the  symptoms,  taken 
in  conjunction  with  the  results  of  a  i3^|3y£_£x,ayi^i|t jpu .  The 
Icterus  is  found  to  be  surrounded  by  a  firm  imniovable  jnass,  or 
else  to  be  displaced  to  one  or  other  side  by  such  a  mass.  If  the 
inflammation  is  situated  in  the  tissue  at  the  base  of  the  broad 
ligament,  the  vagina  feels  as  if  it  were  roofed  over  by  the 
exudation.  If  the  inflammation  is  principally  in  the  layers  of 
the  broad  ligament,  a  hard  mass  can  be  felt  by  abdominal  pal- 
pation,  situated  to  one  or  other  side  of  the  uterus.    A  unilateral 
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cellulitis,  especially  if  situated  in  the  layers  of  the  broad  liga- 
ment, is  v.ery  likely  to  be  mistaken  for  a  suppurating  hematoma 
so  far  as  the  physical  signs  are  eoncei'ned.  The  diagnosis  is 
made  from  the  history. 

Proq^o^^is. — A  diffuse  cellulitis  may  kill  the  patient  by  setting 
up  .a  general  septic  poisoning — such  a  termination  is,  however, 
rare,  or,  if  an  abscess  forms,  by  bursting  into  the  peritoneal 
cavity.  Sometimes,  the  exudation  may  be  absorbed,  and  leave 
no  very  palpable  trace  of  its  existence  behind.  More  generally, 
however,  there  will  be  some  displacement  of  the  uterus  caused 
by  cicatricial  contraction  of  the  ligaments. 

Ti^atme^. — The  treatment  of  pelvic  cellulitis  resembles  the 
treatment  of  the  other  acute  inflammations  of  the  pelvis — ];est  in 
bed,  hot  stupes,  hot  vaginal  dgn ches .  the  use  of  opiates  if  neces- 
sary, and  the  administration  of  easily  digested  and  nourishing 
food,  stimulants,  and  laxatives.  If  an  abscess  forms,  it  will  tend 
to  point  ia  one  of  the  places  already  mentioned.  If  possible^ 
that  is  if^  the  abscess  is  situated  in  the  base  of  the  broad  liga- 
ment, or  .beneath  the  peritoneum  of_I)ouji'las'j30uch,  it  must  be 
opened .  from  the,  vagina.  If  it  is  bulging  upwards  into  the 
abdomen,  and  tending_toj3oint.,al^^  its  must  be  allowed  to 
become  adherent  t2__t]ie_aj3domin^^  opening  it. 

After  the  contents  have  escaped,  it  is  advisable  to  make  a 
counter-openino-^iiito  IbuglasMJoncli  from  the  va^-i^a  in  order 
to  allow  free  drainage  {v.  j)age  395) . 


TUMOURS  OF  THE  BROAD  LIGAMENT. 

^Y^s. — Cysts  of  the  broad  ligament  arise  in  the  parovarium 
(TTopa,  beside ;  ovarium,  an  egg-keeper)  or  Organ  of  Rosenmnller, 
that  is  the  remains  of  the  Wolffian  body.    The  loaroyaj^jym  con- 
sists, of  three  sets  of  tubules  ; — an  outer  set,  about  three  in 
number,  running  vertically  to  the  outer  extremity  of  the  broad 
ligament  and  sometimes  ending  in  small  pedunculated  cysts  (the 
hydatids  of  Morgagni)— these  are  known  as  Kobelt's  tubes  ;  an  y, 
inner  set  of  about  twelve  in  number,  also.ruiining  verticallv  and  ^ 
raidiaJijigL_fro)u  tlie  pav-ooplioron  ;  and,  lastly,  a  larger  tube 
running  fnjiu  Kubc'lt's  tubes  liorizontally  across  the  top  of~the^  sC,..j 
second  set,  and  ending  sometimes  blindly  in  the  broad  ligament,  ^ 
at  other  times  in  the  vaginal  wall.     The  last  is  known  as  '^'"^^ 
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Grartner's  duct,  and  is  the  representative  of  the  vas  deferens  in 
the  male  {v.  Figs.  13  and  79). 

PatholoQu^alAjic^^  — The  small  pedunculated  cy^t^s  deve- 
loping  in  KobeliPs  tubes  are  of  iio  clinical  importance.  The 
^^^^l^^s  which  grow  betweeii,the_laYexs_Qf  the  broad  liga- 
ment are  usually  comparatively  thin- walled  structures,  covered 
by  peritoneum,  lined  with  columnar  epithelium — if  it  has  not 
disappeared  as  the  result  of  pressure  atrophy,  and  almost 
ajways  uiiilocular  {v.  Fig.  89).  Iii  a.  few  instanges,  they  be- 
come papillomatous,  and  in  these  cases  they  are  believed  to 


Fig.  89. — A  cyst  of  the  broad  ligament  (parovarian).  1.  Fallopian  tube  (note 
the  folds  of  the  broad  ligament  passing  from  it  to  form  the  capsiile  of  the 
cyst).  2.  Uterine  end  of  tube.  3.  Ovary.  4.  Folds  of  broad  Ugament. 
5.  Two  small  accessory  cysts  of  the  fimbriae.  6.  Ovarian  fimbria  passing 
from  the  tube  to  the  ovary  ;  a  bristle  (7)  is  passed  along  it.  {Roberts.) 


arise  in  Grartner's  duct  (Bland-Sutton).  A  papillomatous  cyst 
of  the  ovary  arising  in  the  par-oophoron  would  also  tend  to 
burrow  between  the  layers  of  the  broad  ligament,  so  that 
it  must  be  remembered  that  papillomatous  intra-ligamentous 
cysts  may  arise  in  this  manner,  and  not  from  the  parova- 
rium. I^^ggv^^^u^g^,  which  are  nat-^japill.oniatQua,.  Qan  J^g 
distinguished  from  ovarian  cysts  in  the  following  manner  :  — 
(1)  They  are  completely  covered  by  peritoneum  which 
^       can  be  easily  stripped  off. 
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(2^  They  are  almost  always  unilocular,   and  very  thin 
walled. 

The   contents  are   clear  and  slightly  alkaline,  and 
contain  a  substance  which  is  precipitated  by  the 
addition  of  alcohol. 
(4^ The  Fallopian  tube  is  stretched  over  the  cyst  in  in- 
timate connection  with  it. 
Cysts  developing  in  the  terminal  portion  of  Gartner's  duct 
burrow  deeply  into  the  pelvic  cavity,  and  may  even  bulge  into 
the  vagina  [v.  page  51  and  Fig.  13). 

Siim^oms  and _ ^eatment . — The  symptoms  and  diagnosis  of 
these  cases  are  practically  the  same  as  those  of  ovarian  cysts. 
The  treatment  is  also  the  same  ;  as,  although  small  parovarian 
cysts  are  not  of  any  great  consequence,  it  is  not  possible  to 
make  a  differential  diagnosis  between  them  and  ovarian  cysts 
prior  to  their  removal.  G-artnerian  cysts,  which  burrow  deeply, 
may  in  some  cases  be  most  easily  removed  through  the  vagina. 

FiBRO-MYOMA. — Fibro-myomata  of  the  broad  ligament,  quite 
distinct  from  fibro-myomata  of  the  uterus,  are  occasionally  met 
with.  They  have  been  supposed  by  some  (Yirchow,  Kiwisch) 
to  start  in  the  uterus  and  then  to  become  detached ;  but  it  is 
more  generally  considered  that  they  arise,  independently  of  the 
uterus,  in  the  muscle-fibres  which  are  prolonged  into  the  base  of 
the  broad  ligament.  They  manifest  their  presence  by  the  pres- 
sure symptoms  to  which  they  give  rise.  Their  removal  is  some- 
times extremely  difficult,  on  account  of  their  close  relationship 
with  the  blood-vessels  and  the  ureter. 

HiEMATOMA. — Hsematoma  of  the  broad  ligament  will  be  dis- 
cussed under  the  head  of  Internal  Hfemorrhage  {v.  page  220). 

TUMOUES  OF  THE  ROUND  LIGAMENT. 

Cysts. — Cysts  of  the  round  ligament,  under  the  form  of  accu- 
mulations of  serous  fluid  beneath  the  peritoneal  covering  which 
accompanies  the  round  ligament  into  the  inguinal  canal,  have 
been  already  described  under  the  name  of  hydrocele  of  the 
canal  of  Nuck  {v.  page  40) . 

Fibroma. — Fibromata  and  fibro-myomata  of  the  round  liga- 
ment also  occur.  They  may  reach  the  size  of  a  foetal  head  or  a 
little  larger,  and  grow  either  upwards  into  the  abdominal 
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cavity  or  externally,  according  as  they  are  situated  above  or 
below  the  internal  abdominal  ring. 

Those  that  grow  into  the  abdominal  cavity  have  to  be  dis- 
tinguished from  ovai'ian  tumours,  and  pedunculated  uterine 
myomata.  These  tumours  should  be  removed  if  they  reach  any 
considerable  size,  on  account  of  the  danger  of  their  undergoing 
sarcomatous  degeneration.  If  external,  they  can  be  easily 
enucleated ;  if  internal,  they  must  be  removed  by  an  abdominal 
coeliotomy. 


CHAPTEE  XIII. 


TRAUMATIC    DISEASES    OF    THE    GENITAL  OEGANS. 

Traumata  which  favour  Prolapse — Symptoms — Diagnosis — Treatment.  Trau- 
mata which  canse  Fistula — Varieties — -Sltiology,  Symptoms — Diagnosis  — 
Treatment. 

Traumatisms  of  the  genital  tract,  occurring  during  parturition, 
are  extremely  common  accidents.  If  tliey  are  classified  accord- 
ing to  tlie  situations  in  wliich  tliey  occur,  tlie  important  forms 
fall  under  the  following  heads  : — 

(1)  Traumatisms  of  the  peringeum. 

(2)  Traumatisms  of  the  recto-vaginal  septum. 

(3)  Traumatisms  of  the  vesico-raginal  sejotum. 

(4)  Traumatisms  of  the  cervix. 

If,  however,  we  endeavour  to  group  cases  according  to  this 
classification,  we  shall  find  that  many  of  them  would  fall  under 
two  or  even  three  of  these  heads,  and  that  consequently  the 
foregoing  is  not  a  very  practical  arrangement  from  the  point  of 
view  of  treatment.  A  better  arrangement  is  to  classify  these 
traumatisms  according  to  the  consequences  they  cause.  If  this 
is  done,  it  will  be  found  that  they  can  be  divided  into  : — 

I.  Traumatisms  which  tend  to  produce  or  to  favour  prolapse 
of  the  vaginal  walls  or  uterus. 
11.  Traumatisms  which  tend  to  produce  fistulous  communica- 
tions between  the  genital  tract  and  the  neighbouring- 
organs. 

I.  Traumatisms  which  tend  to  produce  or  to  favour  Pro- 
lapse OF  THE  Vaginal  Walls  or  Uterus. — Traumatisms  which 
tend  to  produce  or  to  favour  prolapse  of  the  vaginal  walls  or 
uterus  include  lacerations  of  the  perinasum,  recto-vaginal  sep- 
tum, and  cervix.    The  first  two  are  the  most  important;  the 
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last  only  tends  to  favour  the  occurrence  of  uterine  prolapse  by 
setting  up  metritis,  and  so  increasing  the  size  of  the  uterus. 

Slight  lacerations  of  the  perinseum  are  of  little  or  no  import- 
ance, save  at  the  time  of  their  occurrence.  Lacerations,  how- 
ever, of  either  the  vaginal  wall  or  perinasuin  which  involve  the 
levator  ani  muscle  are  of  the  greatest  importance,  owing  to  the 
further  pathological  conditions  which  they  tend  to  bring  about. 

When  the  levator  ^,;ii  muscle  is  lacerated  to  such  an  extent  as 
to  leave  a  g^ap  betw£en_its  fibres,  we  have  the  first  stage  in  the 
causation  of  uterine,  descent.  The  anterior  wall  of  the  rectum 
becomes  forced  into  this  gap  during  any  straining  efforts,  causing 
the  formation  of  a  cul-de-sac  in  the  bowel  in  front  of  the  anal 
canal,  and  a  protrusion  of  the  posterior  vaginal  wall  through 
the  relaxed  vulvar  opening — a  :|^g^gggle  [rectum,  the  rectum ; 
Kr]\y],  a  tumour).  When  the  patient  endeavours  to  defcccate, 
the  contractions  of  the  rectum,  instead  of  driving  the  f^ces 
into  the  anal  canal,  drive  them  into  this  cul-cle-scu.  The  result 
is  considerable  difficulty  in  emptying  the  bowel,  necessitating 
increased  straining,  and  a  further  increase  in  tlie  size  of  the 
rectal  cul-de-sac,  and  so  a  vicious  circle  is  established.  The 
next  stage  consists  in  a  similar  prolapse  of  the  anterior  vaginal 
wall  and  hladder,  due  to  the  loss  of  support  wliich  they  expe- 
rience as  a  result  of  the  laceration  and  prolapse  of  the  poste- 
rior vaginal  wall,  and  also  to  the  increased  intra-abdominal 
pressure  during  deftecation — a  cystocele  (kuot/c,  the  bladder ; 
K J] Ar?) .  As._  conjg£uen^^  .  this  j3Jolapse_o|^both_jv;a^ 
avails,  there  is  a  considerable  amount  of  tra^jtion  exerted  iiyon 
Ij^terus  in  the  region  of  the  cervico-vaginal  junction.  The 
resu.lt  of  this  traction  is  that  the  posterior  ligaments  of  the 
uterus  are  lengthened,  and  the  supra-vaginal  portion  of  the 
cervix  elongates,  li,  in  association  with  this  condition  of  the 
vagina,  the  uterus  ^.ecymes  retroyertecl  owing  to  the  relaxation 
of  the  posterior  ligaments  and  the  downward  drag  of  the 
vagina,  and^  comes  to  lie  wjtljnits^ axis  more  or  less  coincidiiig 
with _the_ axis  ofjihe  vagina,  any  increase  in  thg_inti-a-abdominal 
-pressure  will  tend  to  drjve  it  downwards  into  _the  va^gijia 
{v  fig.  90). 

_In  other  cases,  the  anterior  vaginal  wall  prolapses  first,  as  a 
result  of  lack  of  support  from  the  posterior  vaginal  wall  due  to 
perinteal  rupture.    The  uterus  may  then  be  the  next  part  to 
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prolapse,  and  Last  of  all  the  posterior  vaginal  Avail  appears 
outside  the  vulva. 

Si^^^jj^^s. — The  symptoms,  which  lacerations  cause,  depend 
upon  their  situation,  their  degree,  and  upon  the  amount  of 
inflammation  which  accompanies  them. 


Fig.  90.— Complete  prolapse  of  the  iiterns  and  inversion  of  the  vagina.  Note 
the  trno  ulceration  of  the  cervix,  the  result  of  friction  against  the  skin  of 
the  thighs.    (From  a  photograph  by  Dr.  Ai-thur  Ball.) 

Perinseal  Lacerations. — Perinasal  lacerations,  ii^comjolgte,  that 
is  if  through  the  sphincter  ani  and  rectal  wall,  cause  incon- 
tinenr-ft  fi||^  liBfif^  If  .incomplete,  they  tend  to  cause  a  gapjng- 
o^JJj^^ag^jjja,  a  condition  which  favoui's  the  occurrence  of 
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vaginitis  and  tlie  various  symptoms  by  Avliich  that  complaint  is 
accompanied.  If  the  levatoi'  ani  muscle  is  torn  and  there  is  a 
pyolapse_of -the  >^^^£inal_^jra  there  will  also  be  vaginitis,  and 
probably  difficulty  in  defascation  and  micturition.    If  the  uterus 


Fm.  91.— Extensive  ectropion  of  the  cei-vix,  the  resiilt  of  bi-lateral  laceration. 
If  the  points  a  and  b  on  the  anterior  and  posterior  lip  respectively  were 
brought  together,  the  ectropion  would  disappear. 

descends,  there  will  be  in  addition  the  various  symptoms  of 

^^C^^caf'lla^mi^L^^  lacerations  cau^e  the  condi- 

tion known  as  ^f/rnji/nt; .  /.  e.  an  eversion  of  the  lining  mucous 


TEAUMATA  WHICH  FAVOUR  PROLAPSE 


209 


membrane  of  the  cervical  canal,  a  state  which  is  liable  to  be  con- 
founded with  the  so-called  erosion  (v.  page  120  and  Figs.  51  and 
91).  An  ectropion  tends  to  ^ajise  endocervicit^is,  and  this  in 
turn  tends  to  set  up  endometritis  with  its  train  of  symptoms 
(r.  page  114). 

Diagnosis. — The  diagnosis  of  these  cases  can  be  made  by  in- 
spection. A  vaginal  cyst  may  sometimes  simulate  a  cystocele. 
A  myoma  growing  from  the  cervix  may  possibly  be  mistaken 
for  a  prolapsed  uterus.  The  condition  of  the  levator  ani  muscle 
can  be  determined  by  holding  apart  the  patient's  knees  while 
she  endeavours  to  approximate  them.  If  the  muscle  is  intact, 
it  will  be  felt  to  contract  by  the  finger  in  the  vagina.  If  it  is 
not  intact,  the  gap  between  its  torn  edges  will  be  made  more 
apparent. 

^!^iMiV-^' — PerinEeal  lacerations  should  always  be  sutured 
at  the  time  at  which  they  occur.  If  this  was  regularly  and 
carefully  done,  there  would  not  be  the  same  number  of  cases 
of  prolapse  of  the  uterus  as  are  found  at  present.  Perinseal 
lacerations  cannot  always  be  prevented;  they  can,  however, 
in  almost  all  cases,  be  remedied  by  suturing  them  immedi- 
ately after  their  occurrence,  and  the  obstetrician  who  neglects 
to  do  so  does  not  consult  the  interests  of  his  patient. 

For  chronic  complete  lacerations  of  the  perina3um,  either 
Hegar's  or  Lawson  Tait's  operation  is  best.  For  those  cases 
of  incomplete  laceration  in  which  there  is  a  deficiency  of 
tissue  Lawson  Tait's  operation  is  best  [v.  page  283).  While  for 
those  cases  in  which  there  is  a  great  redundancy  of  tissue, 
Hegar's  colpo-perinaeorrhaphy,  or  the  modification  of  it  which 
will  be  described,  is  perhaps  more  suitable  [v.  page  295). 

In  some  cases  of  cystocele,  an  anterior  colporrhaphy  is  re- 
quired, while  in  other  cases  some  form  of  pessary  {v.  Fig.  25) 
may  be  sufficient. 

In  lai^ati£ui^.Qf_tbq  .fifiCYJ^^  our  treatment  may  be  palliative 
or  radical.  Palliative  treatment  is  directed  to  the  cure  of  the 
endocervicitis  which  frequently  accompanies  lacerations,  and 
also  to  the  destruction  of  the  cervical  glands  whose  mouths, 
have  been  everted  into  the  vagina  as  a  result  of  the  tear.  It  is 
carried  out  by  qiiES±±uigi  the  endomfit,|;ji^Tn.  and  endocerviv,  and 
«>yabbinP- nut,  l^^e  latter  with  stronp-  caustics  as  nitrate 
of  silver,  carbolic  acid,  or  nitric  acid.    The  application  of 
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caustics  is  made  once  or  twice  in  the  week,  and  the  treatment 
must  as  a  rule  be  persisted  in  for  several  months.  Owing  to  the 
length  of  time  which  is  required  in  order  to  effect  a  cure  by 
these  means,  ^g^^j^^Jg^iffignt  is  to  be  preferred  in  cases  of 
deep  laceration  accompanied  by  much  inflammation  and 
glandular  hyperplasia.  It  consists  either  in  the  amputation  of 
the  disease_d__p^ti5iLJ3f..,tlae_ce^  ot  in  suture  gf._  the  tear. 
Amputation  is  usually  carried  out  by  Simon-Mar ckwald's  or  by 
Scliroeder's  method  {v.  page  311),  and  is  to  be  preferred  in  those 
cases  in  which  in  addition  to  the  laceration  there  is  much 
cervical  hypertrophy.  Suture  of  the  tear  can  be  best  performed 
by  Emmet's  method  in  the  case  of  deep  bilateral  lacerations,  and 
by  Sanger's  method  in  the  case  of  smaller  lacerations  especially 
when  they  are  unilateral  {v.  page  314). 

II.  Tratjmatisms  which  tend  to  produce  Fistulous  Communica- 
tions BETWEEN  THE  Q-ENITAL  TeACT  AND  OTHEE  OEaANS.  — Fistulffi 

between  the  genital  tract  and  neighbouring  organs  have  become 
much  less  common  than  they  formerly  were.  This  result  can  be 
almost  entirely  attributed  to  the  great  advances  which  have 
been  made  in  obstetrics,  as  it  is  during  parturition  that  such 
conditions  usually  start. 

Varieties. — The  following  varieties  of  fistula  may  occur  : — 

(1)  Urethro- 

(2)  Vesico-cervico- 
i.  to  (3)  Vesico- 

(4)  Uretero- 

II    >.  (5)  Eecto- 

(6)  Faitero- 

(7)  Vesico-  ^ 

(8)  Uretero-  \  uterine. 

(9)  Recto-  J 

Of  these  various  forms,  much  the  naost_commoiT_  is  a  X.e^_p- 
vagm|Lis^la  occurring  as  the  result  rfjlougldng:aft^^ 
^^^^^^LLJ^alge  are  perhaps  the  n£2ctjmisi-Coniinpn,  but 
they  are  much  rarer  than  vesico-vaginal.  %gto±S£mMjiL^ 
are  probably  always  the  re§jl.1t-  ftf  Pl^lignant^i^gase.  Vesico- 
uterine fistulfe  are  said  to  be  always  vesico-cervical  as  the  body 
of  the  uterus  is  not  in  direct  contact  with  the  bladder.  This  is 
probably  true  in  the  case  of  those  fistulae  which  are  the  result  of 
sloughing   from  long-continued  pressure  ;  but  in  the  case  of 
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ulceration,  due  to  malignant  disease,  'it  must  be  quite  possible  to 
liave  a  fistula  between  the  bladder  and  the  body  of  the  uterus. 

Si/mvtoms.-— Vesical  and  ,_ij.reteral  fi^t.ulse  give  rise  to  iii- 
continence  of  urjiie,  the  urine  escaping  directly  into  the  vagina 
in  the  case  of  vaginal  fistulse,  or  through  the  os  externum  in  the 
case  of  uterine  fistulte.  Urethral  fistulaB  give  rise  to  the  escape 
of  urine  into  the  vagina  during  micturition.  Eectal  and  in- 
testinal fi^tul£e  give  rise  to  incontinence  of  faeces j.nd_gas. 

JEtiohgu.  — FistultB  may  arise  as  the  result  of  one  or  other  of 
the  following  causes  : — 

(IJr  Ulceration. — Ulceration,  of  such  a  nature  as  to  cause 
a  fistula,  is  most  usually  brought  about  by  the  prolonged 
presence  of  the  foetal  head  at  the  pelvic  brim,  or  in  the  pelvis, 
during  parturition.  It  may  also  be  caused  by  malignant 
disease,  tuberculosis,  the  long-continued  pressure  of  foreign 
bodies — as  pessaries — in  the  vagina,  phlegmonous  vaginitis 
{v.  page  47),  or  syphilis. 

§aigi^_jgiejiacg^.— A  fistula  may  be  produced 
accidentally  in  the  course  of  a  surgical  operation,  or  it  may  be 
formed  deliberately  as  in  the  treatment  of  cystitis  {v.  page  28). 

(|)  Q?"geWtal-P9-]foTOatiffls.— Fistulee  due  to  this  cause 
more  properly" come  under  the  head  of  "  deformities."  They 
are  not,  however,  of  very  great  importance ;  and,  as  their  treat- 
ment,—whenever  possible,  is  the  same  as  that  of  other  forms 
of  fistula,  they  may  be  mentioned  here.  They  are  found  in 
three  situations  :— as  a  urethro- vaginal  fistula,  the  result  of 
hypospadias;  as  a  uretero-vaginal  fistula;  and  as  a  recto- 
vaginal fistula. 

Diagnosis.— The  diagnosis  of  the  existence  of  a  vesical  fistula 
IS  as  a  rule  easily  made.  The  only  condition  which  can  simulate 
such  a  fistula  is  incontinence  of  urine  due  to  relaxation  of 
the  sphincter  from  some  cause  or  other,  but,  in  this  condition, 
urine  can  be  seen  escaping  from  the  orifice  of  the  urethra.  It 
IS,  however,  sometimes  extremely  difficult  to  determine  the  exact 
situation  of  the  fistula.  This  as  a  rule  can  best  be  done  by 
mjecting  the  bladder  with  some  coloured  solution,  such  as  per- 
manganate of  potash  or  weak  creolin,  and  then,  if  the  openino- 
]s  of  sufficient  size,  the  fluid  will  be  seen  escaping  throuo-h  it" 
Where  the  opening  is  so  small  that  none  of  the  injecting^'fluid 
can  be  forced  through,  Poz/i  recommends  that  a  piece  of 
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blotting-paper  be  applied  to  the  vaginal  wall  after  first  drying 
the  latter  thoroughly.  The  moist  absorption  area  on  the  paper 
will  show  the  situation  of  the  opening.  If  the  fistula  opens  into 
the  cervix,  the  latter  must  be  dilated  as  far  as  possible,  and  then 
the  opening  may  be  found  by  means  of  a  stylette.  Ureteral 
fistuhe  are  more  difficult  to  diagnose.  In  their  case,  the  coloured 
injection  which  is  thrown  into  the  bladder  does  not  escape 
through  the  fistula;  the  urine  which  escapes  comes  inter- 
mittently as  little  gushes ;  if  the  bladder  is  cystoscoped,  the  flow 
from  one  ureter  is  seen  to  be  either  wholly  or  partially  stopped ; 
if  the  ureters  are  catheterised,  an  obstruction  to  the  passage  of 
the  catheter  will  be  found  in  one  or  other ;  and,  lastly,  if  the 
obstructed  ureter  is  injected  through  the  catheter  with  a 
coloured  solution,  the  solution  will  be  seen  to  escape  through 
the  fistula. 

Eectal  fistulte  are  usually  of  much  larger  size  than  are  vesical 
fistulee,  and,  consequently,  are  easy  to  diagnose. 

Tri^l^ent. — In  all  cases  of  fistulEe,  an  attempt  must  be  made 
to  cure  the  condition,  except  in  those  cases  of  malignant  origin 
which  are  obviously  hopeless.  In  recto-  and  vesico-vaginal 
fistnlee  of  small  or  moderate  size,  such  treatment  is  usually 
successful,  and  even  in  the  case  of  cervical  and  uterine  fistulas 
cures  have  been  obtained  by  modern  methods.  The  most  diffi- 
cult of  all  cases  are  those  in  which  the  ureter  opens  into  the 
vagina. 

Urethral  fistulee  may,  if  they  are  very  small,  be  cured  by  the 
application  of'cji^c,  or  by  rejdvificatio]L_aiid_^^  the 
edges;  if  they  are  large,  their  cure  is  very  troublesome  and 
sometimes  necessitates  the  reconstructign  of  practically  the 
entire  urethra.  This  proceeding  is  carried  out  b^means  of  fl^s 
taken  frj^mjthe  labia,.ininora  (Fritsch),  from  the  recto-vagmal 
septum  (rreund)rfrom  the  vagina  (Lawson  Tait,  Emmet),  or 
from  both  the  vulva  and  vagina  (Pean).  In  cases  of  very 
extensive  loss  of  tissue,  the  vagina  has  been  obliterated,  in  such 
a  manner  as  to  leave  an  anterior  canal,  which  will  take  the  place 
of  the  urethra,  or  to  leave  a  recto-vaginal  fistula  by  means  of 
which  the  bladder  can  empty  itself  into  the  rectum. 

Vesico-vaginal  fistulp  are  the  most  amenable  to  treatment  of 
all  urinary  fistulfe.  In  cases  due  to  sloughing  after  labour,  the 
best  time  at  which  to  operate  is  from  six  to  eight  weeks  after 
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that  event  (Kelly).  If  the  vaginal  walls  are  in  a  condition  of 
much  inflammation  and  covered  with  urinary  salts,  sloughs,  etc., 
they  must  be  treated  by  frequent  douches,  glycerine  and 
ichthyol  plugs,  and  mild  caustics,  so  as  to  bring  them  into  as 
healthy  a  condition  as  possible.  In  all  cases  any  cica- 
trices, which  prevent  the  walls  of  the  fistula  being  drawn 
together,  must  be  divided.  In  cases  of  small  or  medium-sized 
fistulae.  the  ordinary  operation  of  vivifying  the  edges  of  the 
opening  is  suflacient  (Marion  Sims)  {v.  page  264).  A  modifi- 
cation of  this  operation  has  been  described  by  Rutherford 
Morison,  which  appeared  well  suited  for  cases  in  which  there  is 
no  extensive  sloughing  of  the  vaginal  walls  {v.  page  266).  If 
the  vesico-vaginal  septum  is  very  thin — a  condition  which  of 
course  tends  to  make  it  more  difficult  to  obtain  a  firm  hold  for 
the  sutures — a  flap-splitting  operation  may  be  resorted  to,  which 
enables  a  wider  area  of  union  to  be  obtained  {v.  page  265).  In 
■^gj^lgg^^^glse,  Mackenrodt's  operation  of  separating  the 
bladder  from  the  vaginal  wall  is  probably  the  most  suitable  ;  as, 
by  so  doing,  the  bladder  is  freed  from  the  rigid  scar  tissue  which 
prevents  its  edges  being  brought  into  apposition  with  one 
another  {v.  page  269) .  In  the  very  rare  cases  in  which  plastic 
operations  fail,  the  only  thing  that  can  be  done  is  to  close  the 
vagina — colpocleisis. 

In  vesico-cervical  or  vesico-cervico-vaginal  fistulte,  there  is 
usually  a  considerable  amount  of  deformity  of  the  parts  due  to 
sloughing  and  to  the  formation  of  scar  tissue ;  and  it  is  this 
which  causes  the  great  difficulty  in  obtaining  a  satisfactory  re- 
sult in  these  cases.  If  the  fistula  is  very  small,  it  may  be  cured 
by  the  application  of  caustic ;  if  this  fails,  one  of  the  following 
methods  may  be  adopted.  Opei-ating  fi-om  the  vagina,  the 
bladder  may  be  detached  from  the  cervix,  and  the  edges  of  the 
opening  revivified  and  then  sutured  {v.  page  274).  Abdominal 
coeliotomy  may  be  performed,  the  peritoneum  at  the  bottom  of 
the  vesical  pouch  incised,  the  bladder  separated  from  the  uterus, 
and  the  fistula  thus  reached  and  sutured  {v.  page  274).  An 
incision  is  made  just  above  the  pubes  in  the  middle  line,  the 
bladder  opened  anteriorly,  the  fistula  on  the  posterior  wall 
brought  into  view,  revivified,  sutured,  and  the  wound  in  the 
anterior  bladder  wall  and  abdominal  wall  closed  (Trendelenburg) 
{v.  page  271).    If  the  fistula  cannot  be  closed,  it  may  be  con- 
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sidered  advisable  to  obliterate  the  cervical  orifice — liystero- 
cleisis. 

In  the  case  of  ureteral  fistulae,  it  is  often  very  difficult  to 
obtain  a  complete  cure.  The  following  arc  the  various  pro- 
cedures which  have  been  recommended  : — 

(1)  Revivification  and  suture  of  the  fistula.  This  is  suited  for 
cases  of  vesico-uretero-vaginal  fistula,  and  for  some  cases  of 
uretero- vaginal  fistula  after  they  have  been  artificially  converted 
into  the  preceding  condition. 

(2)  Implantation  of  the  ureter  into  the  bladder.  This  can 
sometimes  be  done  in  cases  in  which  the  preceding  operation 
fails,  and  may  be  performed  either  by  the  abdominal  or  vaginal 
route.  The  latter  is  of  course  the  more  preferable,  if  it  is 
possible.  Uretero-uterine  fistulge  must  be  treated  by  implan- 
tation, usually  performed  by  the  abdominal  route. 

(3)  If  neither  of  the  above  lines  of  treatment  succeeds  in 
closing  the  fistula,  two  courses  remain  open  with  a  view  to 
checking  the  urinary  incontinence.  The  first  of  these  consists 
in  closing  the  vagina  (colpocleisis),  after  making  a  large  vesico- 
vaginal fistula  in  order  to  ensure  the  constant  change  of  the 
urine  which  collects  in  the  vagina.  The  second  course  consists 
in  extirpating  the  kidney  of  the  same  side  as  the  fistula.  There 
are  obvious  objections  to  either  of  these  courses,  and  accordingly 
they  must  be  strictly  limited  to  cases  which  resist  all  less  radical 
treatment. 

Eecto-vaginal  fistulee  can  as  a  rule  be  easily  cured  by  means 
of  a  flap-splitting  operation  or  by  simple  revivification  of  the 
edges,  except  in  those  cases  which  are  the  result  of  malignant 
disease.  In  those  cases  in  which  the  fistula  is  situated  in  the 
lower  third  of  the  vagina  and  where  the  perina3um  has  also- 
been  torn,  an  excellent  proceeding  consists  in  splitting  the 
perinteal  body  as  in  Lawson  Tait^s  flap-splitting  operation, 
carrying  such  splitting  well  above  the  fistula,  then  suturing 
separately  the  opening  in  the  vaginal  and  rectal  wall  after  first 
revivifying  their  edges,  and  lastly  suturing  up  the  perinEeum  in 
the  ordinary  manner.  In  recto-uterine  or  recto- vaginal  fistuhe 
of  malignant  origin,  some  relief  may  be  afforded  by  hystero- 
cleisis  or  colpocleisis. 

Entero-vaginal  fistulee,  if  small,  may  be  cured  by  the  application 
of  the  cautery  or  of  nitric  acid.    If  this  fails,  revivification  may 
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succeed.  Cases,  which  resist  these  comparatively  mild  measures, 
may  be  cured  in  one  of  the  following  Avays  :— by  separating-  the 
intestine  from  the  vaginal  wall,  either  through  the  vagina  or  by 
the  abdomen,  and  directly  suturing  the  opening  in  it ;  by  per- 
forming entero-enterostomy,  or,  if  the  fistula  is  low  down  in  the 
small  intestine,  entero-rectostomy ;  or,  by  first  making  a  large 
recto-vaginal  fistula  and  then  performing  colpocleisis,  by  this 
means  turning  the  vagina  into  a  kind  of  rectal  diverticulum. 
It  is  unnecessary  to  dwell  on  the  fact  that  the  last  course  should 
only  be  resorted  to  when  all  other  means  have  failed. 
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CHAPTEE  XIV. 

GENITAL  ATRESIA. 
Genital  Atresise :  Varieties — Symptoms — Diagnosis— Prognosis — Treatment. 

Atresia  negative;  rarpatvoj,  I  perforate)  of  any  part  of 
the  utero-vaginal  canal  may  occur  as  the  result  of  a  failure  of 
development  and  so  be  congenital;  or  it  may  occur  as  an 
acquired  condition^ — as  the  result  of  sloughing,  from  the  too 
free  use  of  caustics,  from  malignant  disease,  or  from  a  badly 
performed  amputation  of  the  cervix  or  a  trachelorrhaphy.  Con- 
genital atresise  are  the  more  frequent.  Whether  the  condition 
is  congenital  or  acquired,  the  symptoms  and  consequences  to 
which  it  gives  rise  are  similar. 

VameUes. — The  following  are  the  principal  forms  which  are 
met  with  : — 

(1)  Atresia  at  the  level  of  the  hymen— imperforate  hymen. 

(2)  Atresia  of  the  lower  or  middle  portion  of  the  vagina. 

(3)  Atresia  of  the  cervix  : — {a)  at  the  os  externum ;  (&)  at 

the  OS  internum. 

(4)  Atresia  of  any  portion  of  the  vagina  of  one  side  of  a 

double  vagina  and  uterus. 

(5)  Atresia  of  any  portion  of  the  cervix  of  one  side  of  a 

double  or  bicornuate  uterus. 
Sofmyji'^'^s. — Atresia  of  any  portion  of  the  utero-vaginal  canal 
does  notu-as  a  rule,  cause  sufficient  symptoms  to  lead  to  its  dis- 
covery until  the  onset^of-paliacty.  Then,  at  each  succeeding 
menstrual  period,  the  symptoms  become  more  marked,  ^^^^^jgt, 
they  consist  in  the  occurrence  of  slight  pains,  general  discom- 
fort,  and  the  usual  subjective  symptoms  of  approaching  men- 
struation without  any  appearance  of  the  flow  —  apparent 
amenojrhoea.  These  symptoms  return  every  month,  and  after  a 
time  the  patient's  abdomen  increases   progressivelg  size. 


GENITAL  ATRESIA 


217 


Each  month,  the  pain,  at  what  ought  to  have  been  the  menstrual 
period,  becomes  worse  ;  and  finally  it  persists  from  one  period 
to  the  next.  At  the  same  time,  the  Igwer  part  of  the  abdomen 
is  found  to  be  occupied  by  tumP'lf  which  rises  out  of  the 
pelvis.    If  the  atresia  is  situated  at  the  hymen,  this  tumour 


Fig.  92. — Diagram  illustrating  the  eifects  of  atresia  of  the  genital  passages. 
A.  Hsematocolpos.  b.  HEematocolpos  and  haematocervix.  c.  Hsematocolpos 
and  hsomatometra.  d.  Heematocolpos,  hsematometra,  and  haematosalpinx. 
The  foregoing  are  due  to  atresia  of  the  hymen,  e.  Partial  hsematocolpos. 
p.  Partial  haematocolpos  and  haematometra ;  both  due  to  atresia  of  the 
lower  half  of  the  vagina.    (Sutton  mid  Giles.) 

will  consist  of  the  vagina  enormously  distended  with  blood — 
h^^l^^^^2£S^iQS  (Fig.  92,  a),  and  also,  in  some  cases,  of  the  dis- 
tended uterus — hfematompAo-a  (Fig.  92,  c  and  d),  and  tubes — 
h.f^rjj^f.f^sn.l'pi'ncr.  {v.  Fig.  92,  d).  If  the  atresia  is  situated  in  the 
vagina  or  at  the  cervix,  similar  distension  of  the  cavities  above 
the  obstruction  will  occur  (Fig.  92,  k,  r,  and  Fig.  98,  a,  H.) 
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Diagnosis. — On  inspection  of  the  parts,  the  condition  is  at 
once  recognised  in  cases  of  imperforate  hymen.  The  diagnosis 
is  a  little  more  difficult  when  the  atresia  is  situated  in  the 
vagina,  or  at  the  cervix.  It  is  especially  difficult  in  cases  of 
double  uterus  or  double  uterus  and  vagina  in  which  the  obstruc- 


Fia.  93. — Diagram  illustrating  the  effects  of  atresia  of  the  genital  passages. 
G.  Hsematocervix,  due  to  atresia  of  os  externum,  h.  Haematonieti-a,  due  to 
atresia  of  os  internum,  i.  HfEmatocolpos  in  one  side  of  a  double  vagina, 
due  to  atresia  of  hymen  of  the  same  side.  j.  Partial  hsematocolpos  in  one 
side  of  a  double  vagina,  due  to  atresia  of  lower  portion  of  vagina  of  the 
same  side.  k.  Hsematocolpos  and  hcematometra  in  one  side  of  a  doiible 
vao-rna  and  uterus,  due  to  atresia  of  the  hymen,  l.  Hsematometra  in  one 
side  of  a  double  uterus,  due  to  atresia  of  os  externum.    {Sutton  and  Giles.) 

tion  is  one-sided  (Fig.  93,  i,  3,  K,  l),  as  some  menstrual  flow 
appears,  coming  from  the  unobstructed  side.  In  these  cases,  a 
rectal  examination  will  usually  enable  the  nature  of  the  case  to 
be  recognised. 

Prognosis. — These  cases  are  more  serious  than  might  at  first 
be  thought.    Their  d^ger  arises  from  the  ease  witluffljnch  the 
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retainecyDboc^^  after  air  gains  access  to 

it.  Another  danger  arises  from  tlie  fact  that,  in  cases  of  great 
distension  in  which  the  tubes  are  also  involved,  adhesions  may 
form  between  the  latter  and  the  intestines,  and,  as  the  accumula- 
tion drains  away  and  the  uterus  collapses  into  its  normal 
position  in  the  pelvis,  these  adhesions  are  pulled  upon  and  may 
be  torn,  thus  permitting  the  escape  of  the  retained  and  possibly 
toxic  blood  into  the  peritoneal  cavity. 

The  farther  up  the  genital  tract  the  accumulation  of  blood 
has  extended,  the  greater  the  amount  of  dilatation  present ;  and 
the  older  the  retention,  the  more  serious  ly  the  pxognpsis. 

Treatment.— In  cases  in  which  there  is  a  considerable  quantity 

Q|_39£L^.S— Mcifj'T"-^'^'  ^^^^  taken  to  ensure  its  very 

gr^^i_gscape,  and  also  to  enjjire__2erfect  asepsjs,  not  only 
during  the  operation  itself,  but  during  the  entire  time  the  con- 
tents are  escaping.     A  small  incision  is  made  through  theji 
hymen  just  large  enough  to  allow  the  fluid  to  escape,  and  the 
latter  is  allowed  to  drain  into  antiseptic  cotton-wool,  which  is 
frequently  changed.     As  soon  as  the  greater  amount  of  thej 
fluid  has  drained  away,  the  incision  is  enlarged  and  the  cavity  l| 
well  douched  out.    If  the  uterus  is  involved,  it  should  be 
plugged  with  iodoform  gauze. 

Wlien  the  atresia  is  situated  in  the  vagina,  an  operation  akin 
to  Amussat^s  operation  for  artificial  vagina,  is  perhaps  the 
most  suitable  procedure  {v.  page  307). 

When  the  cervix  is  the  seat  of  the  atresia,  it  is  sometimes 
difficult  to  make  an  opening  into  the  uterus.  The  cervix  is 
punctured  by  means  of  a  trocar  at  the  spot  where  the  cervical 
canal  should  have  been,  and  the  puncture  is  enlarged  by  means 
of  a  scissors  or  bistoury.  The  contents  are  then  washed  out,  and 
the  uterus  plugged  with  gauze. 

When  there  is  a  haematosalpinx  as  well  as  a  hsematometra,  the 
tubes  in  some  cases  evacuate  themselves  as  soon  as  the  uterus-  is 
emptied.  In  other  cases,  the  termination  is  not  so  fortunate, 
and  they  remain  dilated.  Usually,  in  the  latter  case,  the  dilated 
tubes  must  be  removed,  but  sometimes  it  may  be  possible  to  save 
one  or  other  of  them  by  opening  the  fimbriated  extremity, 
washing  out  the  contents,  and  suturing  the  opened  end  to  the 
ovary  in  such  a  manner  as  to  include  a  portion  of  the  latter 
{v.  page  384). 


CHAPTER  XV. 


INTERNAL  HiEMOERHAGB  OP  GENITAL  ORIGIN. 

Intra-peritonecal  Hemorrhage— etiology — Symptoms — Diagnosis— Prognosis  

Treatment.  Extra-peritoneal  Hsemorrliage  —  Symptoms  —  Diagnosis  — 
Treatment. 

The  comparative  frequency  of  internal  haGmorrliage  in  women 
renders  it  necessary  to  say  a  few  words  about  tins  condition, 
when  it  occurs  as  tlie  result  of  some  morbid  state  of  the  pelvic 
organs. 

Internal  haemorrhage  may  occur  as  : — 
I.  Intra-peritoneal  htemorrhage. 
II.  Extra-peritoneal  hasmorrhage. 

I.  Intea-peeitonbal  HiEMOEEHAGE. — Intra-peritoneal  hgemor- 
rhage  is  the  term  applied  to  hgemorrhage  taking  jDlace  into  the 
peritoneal  cavity.  When  such  haemorrhage  occurs,  the  blood  is 
■either  diffused  freely  about  the  peritoneal  cavity,  or  is  encysted 
owing  to  the  formation  of  limiting  adhesions.  In  the  former 
■case,  the  resultant  condition  is  known  as  diifuse  intra-peritoneal 
hasmorrhage ;  in  the  latter,  as  a  htematocele  (atjua,  blood ;  lojA)?, 
a  tumour). 

Etiology. — Intra-peritoneal  haBmorrhage  of  genital  origin  can 
arise  in  the  following  ways : — 

(1^ Rupture  of  the  sac  of  an  extra-uterine  pregnancy,  or 

the  occurrence  of  tubal  abortion. 
(2^  Rupture  of  the  uterus  during  pregnancy  or  parturi- 
tion. 

(31  Perforation  of  the  uterus  during  an  intra-uterine 
operation,  as  curetting. 

(4^  Slipping  of  a  ligature  from  a  vessel  after  any  intra- 
peritoneal operation. 
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(51  Ulceration  of  an  intra-peritoneal  malignant  growth, 

resnlting  in  the  opening  of  a  vessel. 
m  Rupture  of  an  ovarian  cyst  ivom  a  traumatism  or 
^  otherwise. 
The  only  form  of   hemorrhage  with  which  we  are  here 
concerned  is  that  due  to  the  rupture  of  an  extra-uterme  preg- 
nancy, or  to  the  occurrence  of  a  tubal  abortion   that  is  the 
expulsion  of  an  ovum  from  the  tube  through  the  abdommal 
ostium  into  the  peritoneal  cavity. 

It  is  of  importance  to  recognise  why  m  one  case  diftuse 
haemorrhage  occurs,  and  in  another  the  haemorrhage  is  encysted, 
as  in  the  former  case  the  amount  of  blood  lost,  and  hence 
the  danger  to  the  patient's  life,  is  very  much  greater  than  in 
the  case  of  the  formation  of  a  hemat6cele.    All  blood  poured 
out  into  the  peritoneal  cavity  tends  to  encyst  itself,  both  owmg 
to  the  clotting  of  the  blood  which  has  been  poured  out  first,  and 
to  the  irritation  of  the  peritoneum  by  the  effused  blood,— an 
irritation  which  causes  a  transudation  of  lymph  and  a  conse- 
(luent  formation  of  adhesions.    Clotting,  sufficient  to  cause  a 
limitation  of  the  blood,  is  favoured  by  the  gradual  occurrence  of 
the  heemorrhage.    On  the  other  hand,  where  the  bleeding  is 
very  free  there  is  not  time  for  a  sufficiently  firm  barrier  to  be 
formed  by  the  occurrence  of  clotting  to  prevent  the  further 
escape  of  blood.    Accordingly,  there  will  be  a  greater  tendency 
to  diffuse  heemorrhage  when  the  gestation  sac  is  suddenly 
ruptured,  than  when  a  slow  process  of  tubal  abortion  occurs. 
Again,  the  limitation  of  the  blood  by  means  of  adhesions  is  most 
likely  to  occur  in  those  cases  in  which  the  peritoneum  is  in  an 
unhealthy  and  easily  irritated  condition,  or  where  adhesions 
have  already  formed.    That  is  to  say,  ceteris jparihus,  4iffg^e 
Ti|j^ynn^|ipi,P-P,  is  more  likebit.n  nr.r.ur  whRn_tlie  peritoneal  cavitv 
ishe^lthv.  finp.vst^^  haemorrhage  when  pelvic_-Beritflniti8.-is 
present.    The  effect,  whicli'the  nature  of  the  case,  i.  e.  rupture 
or  abortion,  and  the  condition  of  the  peritoneum,  have  upon  the 
amount  of  hteniorrhage,  is  well  expressed  in  the  following  sen- 
tence :— "  The  chances  of  a  maximum  amount  of  haemorrhage 
are  realised  in  cases  of  rupture  occurring  into  a  healthy  perito- 
neum; of  a  minimum  amount,  in  cases  of  abortion  when  the 
peritoneal  cavity  is  divided  into  loculi  by  adhesions."  (Labadie- 
Lagrave). 
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ioVM- — The  symptoms  of  internal  hasmorrhage  depend 
npign  f|;g  f^Tipnimt  of  blood  lost,  and  on  the  rapidity,. with  Vvhich 
it  i^,  lost.  In  serious  cases,  they  consist  of  the  ordinary  sym- 
ptoms of  heemorrhage;— collapse,  rapid  pulse,  falling  tempera- 
ture, cardiac  failure,  cold  sweats,  rapid  and  sighing  respirations, 
extreme  pallor,  and  coldness  of  the  extremities.  To  these 
symptoms  are  added  others  due  to  the  presence  of  blood  in  the 
peritoneal  cavity  :— extreme  pain  of  so  severe  a  character  that  it 
is  often  difficult  to  tell  whether  the  collapse  of  the  patient  may 
not  be  due  to  it  alone, — if  the  hemorrhage  is  occurring  very 
gradually,  this  pain  is  not  so  well  marked ;  tenderness  and  dis- 
tensioiT^of  the  abdom.en ;  and  vomiting. 

The  foregoing  are  the  immediate  symptoms  at  the  time  of  rup- 
ture ;  if  the  patient  survives  aiid  the  _bljQ.o_d  becomes  cnfvsted, 
other  symptoms  appear  after  a  short  time.    Encysted  Lteuior- 
rhage  is  always  found  in  Douglas'  pouch,  owing  to  the  situation 
of  the  rupture  and  to  the  fact  that  the  pouch  is  the  most  depen- 
dent part  of  the  peritoneal  cavity.    Consequently,  if^^ig^hsegig,- 
tocjp^jj^.  is  of  1a^g;Q,,si^,e,  the  svm|)tpnis  will  be  those  of  jntia-pelvic 
I2£fis^^,  such  as  occur  in  the  case  of  an  impacted  ovarian 
^         cyst : — pain  from  pressure  on  the  pelvic  nerves ;  almost  complete 
j^j^^r-V-^constipation,  owing  to  the  coagulation  of  the  ring  of  blood 
^^^j^v  which  surrounds  the  rectum;  and  interference  with  the  passage, 
or  perhaps  complete  retention,  of  urine,  owing  to  the  displace- 
ment forwards  of  the  uterus  so  as  to  press  upon  the  base  of  the 
bladder. 

Finally,  during,  and  as^a^result_  of  the  process  of  absorption 
of  the  ha3matocele — a  process  which  takes  from  one  to  ten 
months  according  to  the  amount  of  blood  which  escaped  origin- 
ally, the  patient  suffers  from  a  certain  amount  of  E|<u|o-into^£a- 
i^^^  as  shown  by  her  somewhat  jaundiced  aspect,  her  great 
debility,  and  the  tendency  she  has  to  slight  fluctuations  of 
temperature.  In  some  cases,  the  process  of  absorption  does  not 
go  on  aseptically.  Bacteria  make  their  way  from  the  rectum 
into  the  hasmatocele,  and  jDutref action  or  supjDuration  of  the 
clotted  blood  takes  place.  An  abscess  thus  formed  may  burst 
into  the  rectum  or  vagina,  or,  more  rarely,  into  the  bladder  or 
intestine,  or  through  the  abdominal  wall. 

Diagnosis. — The  diagnosis  of  diffuse  haemorrhage  must  be 
made  from  the  symptoms,  as  there  are  no  characteristic  i^hj-sical 
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sio-ns  The  collapse  of  h^Biuorrhage  is  most  likely  to  be  con- 
firsedwith  the  collapse  caused  by  violent  abdominal  pam._  A 
small  dose  of  morphia  administered  hypodermically  (one-sixth 
to  one-third  grain)  will  relieve  the  symptoms  if  they  are  merely 
due  to  pain;  if  they  are  due  to  a  persistent  condition  as  con- 
tinuing- htemorrhage,  it  will  not  do  so. 

A  retro-uterine  heematocele  is  felt  from  the  vagina  as  a 
rounded  tumour  which  fills  Douglas'  pouch  exactly,  depressing 
and  almost  obliterating  the  posterior  vaginal  fornix,  and  dis- 
placing the  uterus  forward.    At  first  the  tumour  has  a  soft, 
semi-fluctuating,  boggy,  feel ;  later  on,  as  the  blood  coagulates, 
it  becomes  of  an  almost  woody  hardness.    Perhaps  the  ^^t 
characteristic_^point_about  a^sematocele  is__the  manner  in  which 
the  coagulated  blood  almost  entirely  surrounds  that  portion  of 
rectum  wliicli  has  a  mesentery.    This  condition  is  also  met  with  in 
the  case  of  an  old  pyosalpinx,  in  association  with  which  there  is 
a  considerable    amount  of   cellulitis  and  peritonitis.    If  the 
physical  signs  are  entirely  relied  upon,  and  the  history  of  the 
case  not  taken  sufficiently  into  consideration,  these  two  condi- 
tions may  be  easily  mistaken  for  one  another. 

A  retro-uterine  hematocele  has  also  to  be  distinguished  from 
a  retroverted  gravid  uterus  and  an  incarcerated  ovarian  cyst  or 
myoma.  A  retroverted  gravid  uterus  is  distinguished  by  the 
history  of  the  gradual  onset  of  the  symptoms,  and  by  the  fact 
that  the  uterus  cannot  be  palpated  as  separate  from  the  tumour 
which  fills  Douglas'  pouch ;  while  in  a  haematocele,  the  aterus  is 
anteposed  to  the  tumour,  and  consequently  the  fundus  can  be 
felt  anteriorly  {v.  Fig.  94) .  If  a  diagnosis  cannot  be  made  by  a 
bimanual  examination,  and  the  patient's  symptoms  are  urgent, 
it  is  better  to  pass  a  sound  in  order  to  determine  the  exact 
relationship  of  the  uterus  to  the  tumour  in  Douglas'  pouch,  as 
the  mistake  of  passing  a  sound  into  a  retroverted  pregnant 
uterus  is  not  fraught  with  such  dangerous  consequences  for  the 
patient,  as  would  be  that  of  endeavouring  to  lift  a  possibly  septic 
hematocele  out  of  the  pelvis. 

An  incarcerated  ovarian  cyst  or  myoma  can  usually  be  easily 
diagnosed  by  the  history  and  symptoms,  in  addition  to  the  fact, 
that  neither  of  these  growths  tends  to  surround  the  rectum  in 
the  manner  which  is  so  characteristic  of  a  hsematocele,  or  of  old 
cellulitic  inflammation,  but  rather  to  flatten  it  against  the  sacrum. 
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Prognosis.—The  progiiosi.s  depends  upon  whether  the  hemor- 
rhage is  encysted  or  diffuse.  The  prognosis  of  diffuse  hsemor- 
rhage,  which  is  allowed  to  continue,  is  extremely  bad.  In  a  small 
proportion  of  cases,  if  only  a  very  small  vessel  is  involved,  the 
bleeding  may  gradually  stop  owing  to  the  formation  of  a  clot 
round  the  vessel's  mouth.  Sometimes,  this  cessation  is  only 
temporary,  some  slight  movement  of  the  patient  dislodges  the 
clot,  and  the  hgemorrhage  commences  again.  The  prognosis 
after  operation  and  ligation  of  the  bleeding  vessels  is  wonder- 
fully good,  when  the  condition  of  the  patient  previous  to  the 
operation  is  taken  into  account. 

The  prognosis  in  the  case  of  hasmatocele  which  is  not  re- 


PiG.  94. — Sagittal  section  of  a  pelvis  showing'  the  effects  of  a  retro-uterine 
hEematocele.  (Skene.)  a.  Uterus,  b.  Bladder.  (The  relations  of  the  bony 
parts  in  bhe  diagram  must  not  be  regarded  as  typical.) 

moved,  varies  according  to  the  size  of  the  hEematocele.  All 
small,  and  a  few  large  hEematoceles,  are  absorbed  aseptically. 
Many  large  haamatoceles  on  the  other  hand  suppurate,  and  then 
the  danger  which  they  cau.se  is  greater  than  that  by  operative 
interference  before  suppuration  occurred. 

I!x§atmp]j;. — As  regards  the  treatment  of  di;^^];ge  h?Bn-iorr]^gf  ;p. 
there  is  now  very  little  difference  of  opinion.  The  only  course  of 
procedure,  which  gives  the  patient  even  a  fair  chance  of  re- 
covery, is  to  opgnthg_jiJb^  and  remove  tlie  riiptyred  tube 
as  well  as  the  clflts  with  which  the  peritoneal  cavit}^  is  filled. 
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In  cases  of  liasmafcocele,  all  those,  which  completely  fill 
Douo-las'  pouch  aud  are  large  enough  to  cause  pressure  on  the 
pelv?c  organs,  should  be  removed,  whether  they  are  suppuratmg 
or  not,  as  the  likelihood  of  suppuration  occurring  is  very 
considerable.  If  the  hematocele  is  aseptic,  it  is  probably 
best  removed  by  an  abdominal  coeliotomy,  and  the  injured 
tube  can  if  necessary  be  removed  at  the  same  time.  If  it 
is  suppurating,  it  is  certainly  better  removed  by  the  vagina, 
as  by  so  doing  it  is  possible  to  avoid  opening  into  the  general 
peritoneal  cavity  (f.  page  395) .  A  small  hematocele  may  be  left 
to  nature  to  be  absorbed,  a  process  which  is  facilitated  by  keep- 
ing the  patient  at  rest  in  bed,  and  administering  hot  vaginal 
douches.  If  suppuration  should  occur,  the  abscess  must  be 
opened  from  the  vagina. 

II.  ExTEA-PEEiTONEAL  HiEMOERHAGE. — The  Only  form  of  extra- 
peritoneal heemorrhage,  with  which  we  are  concerned,  is  that 
which  takes  place  into  the  layers  of  the  broad  ligament.  This 
condition  is  known  as  hasmatoma  of  the  broad  ligament. 

JEtiology. — Extra-peritoneal  hEemorrhage  is  pr2,bai!ly_aljv;ays 
caused  by  the  rupture_of_a  tubal  gestation  sac.  If  the  tube 
ruptures  in  its  upper  three-fifths— that  is  in  that  portion  of 
it  which  is  covered  by  peritoneum,  the  effused  blood  escapes 
into  the  peritoneal  cavity.  If  it  ruptures  in  its  lower  two-fifths 
— that  is  in  that  portion  which  is  not  covered  by  peritoneum, 
the  blood  escapes  between  the  layers  of  the  broad  ligament. 
On  account  of  the  limiting  effect  of  the  peritoneal  investment, 
the  hasmorrhage  in  these  cases  is  not  as  a  rule  very  serious. 

Symptoms. — The  symptoms  are  the  same  as  in  intra-peritoneal 
hEemorrhage  but  are  much  slighter  in  degree,  as  the  amount  of 
blood  lost  is  usually  very  much  less. 

Diagnosis. — In  the  absence  of  a  definite  history  the  diagnosis 
of  hasmatoma  of  the  broad  ligament  is  often  very  difficult.  The 
intra-ligamentous  situation  of  the  tumour  can  generally  be 
determined  by  noting  the  intimate  connection  which  it  has  with 
the  pelvic  wall.  An  intra-ligamentous  parametric  exudation 
usually  extends  somewhat  under  the  pelvic  parietal  peritoneum,, 
a  haematoma  rarely  does.  An  intra-ligamentary  cyst  is  as  a  rule 
not  attached  to  the  pelvic  wall,  and  does  not  tend  to  get  smaller 
as  a  hasmatoma  does,  but  rather  to  increase  in  size.  In  somC' 
cases  where  the  rupture  has  occurred  into  the  left  broad 
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ligament,  blood  may  dissect  outwards  beneath  the  peritoneum 
which  covers  the  rectum,  and  surround  this  last  in  such  a 
manner  as  to  simulate  a  hsematocele.  In  such  a  case,  the 
constricting  ring  round  the  rectum  would  invest  the  second  or 
subperitoneal  portion,  and  not  the  first  as  happens  in  the  case  of 
a  hsematocele. 

Treatment. — In  the  large  majority  of  cases,  the  only  treatment 
required  is  to  keep  the  patient  at  rest,  in  order  to  favour 
the  absorption  of  the  effused  blood.  Suppuration  is  a  very  rare 
complication,  as  the  blood  is  usually  not  in  contact  with 
an  intestine.  If  such  a  complication  does  occur,  the  abscess 
should  be  opened,  if  possible,  from  the  vagina. 


CHAPTER  XVI. 


GYNECOLOGICAL  OPERATIONS. 

Definitions-Sterile-Aseptic-Antiseptic-Surgical  CleanHnesa-Sterilisation. 
Preparation  of  tlie  Operating  Room— Dressings— Sponges— Instruments 
—Suture  Materials— Preparation  of  Patient-Operator's  Hands— Anti- 
septics—Operating  Table  and  Gynaecological  Coucli. 

Before  attempting  to  perform  any  operation,  except  in  cases  of 
great  emergency,  it  is  necessary  to  ensure  as  far  as  possible  that 
the  patient  is  placed  under  the  most  favourable  circumstances  to 
resist  the  danger  of  the  operation.  Of  these  dangers,  that  which 
is  at  once  the  most  formidable  and  the  most  readily  overcome,  if 
sufficient  care  is  used,  is  undoubtedly  sepsis.  In  this  connection, 
it  is  necessary  to  commence  by  defining  a  few  terms  of  everyday 
use. 

By  the  term  sterile  is  meant  the  entire  absence  of  living  micro- 
organisms. By  the  term  aseptic  is  meant  the  entire  absence  of 
septic  organisms.  By  the  term  antiseptic  is  meant  any  substance 
which  is  capable  of  destroying  septic  organisms.  These  are  all 
definite  terms,  but  the  next  term  is  by  no  means  so  definite, 
i.  e.  surgical  cleanliness.  The  meaning  which  we  should  like  this 
term  to  convey,  and  the  meaning  which  we  are  compelled  by 
circumstances  to  attach  to  i(,  are  widely  different.  The  object  of 
all  research  into  the  different  modes  of  sterilisation  is  to  make 
surgical  cleanliness  correspond  as  closely  as  possible  with  sterility. 
This,  unfortunately,  it  is  as  yet  impossible  to  do  in  the  majority 
of  cases.  Sterility  is  almost  impossible  on  account  of  the  number 
of  saprophytic  organisms  which  are  in  the  air.  The  highest 
form  of  surgical  cleanliness  to  which  we  can  attain  is  in  the  case 
of  tbose  substances  which  can  be  exposed  to  the  prolonged  action 
of  heat,  e.  g.  dressings  and  instruments,  and  even  here  the  term 
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is  at  best  usually  synonymous  with  asepsis,  while  in  the  case  of 
the  operator's  hands,  or  the  skin  of  the  patient,  we  can  rarely 
if  ever,  attain  to  such  a  height.  In  their  case,  the  most  that  can 
be  hoped  for  is  that  the  external  layers  of  the  skin  are  rendered 
aseptic,  while  the  deeper  layers  are  still  swarming  with  micro- 
organisms. Fortunately,  as  practice  proves,  this  is  sufficient. 
The  term  surgical  cleanliness  must  then  be  taken  to  mean  the 
nearest  approach  to  sterility  that  can  be  obtained  by  the  careful 
carrying  out  of  those  methods  which  experience  has  proved  to  be 
most  reliable.  The  last  term,  sterilisation,  is  that  usually  applied 
to  the  process  by  which  hands,  instruments,  etc.,  are  rendered 
surgically  clean.  It  is  obviously  not  a  perfectly  correct  term, 
but,  inasmuch  as  it  conveys  the  end  at  which  we  are  aiming,  and 
so  always  keeps  it  before  us,  it  is  a  suitable  one. 

Operating  Room. — The  three  main  essentials,  which  should  be 
looked  for  in  selecting  a  room  for  an  operation,  are — light, 
warmth,  and  capability  of  being  rendered  surgically  clean.  Of 
the  first,  it  is  necessary  to  say  little.  There  must  be  a  sufficient 
light,  and,  if  possible,  it  should  be  a  north  light  in  order  to  avoid 
deep  shadows.  The  temperature  of  the  room  should  be  about 
70°  F.,  as  a  prolonged  operation  is  more  easily  borne  by  the 
patient  when  carried  out  in  a  well-warmed  room.  An  operating- 
theatre  in  a  hospital  should  be  built  in  such  a  manner  that  it  can 
be  readily  washed  out  with  a  hose  from  top  to  bottom.  All  sharp 
angles  or  projecting  edges  should  be  avoided,  on  account  of  the 
difficulty  of  keeping  them  clean.  The  furniture  should  be  as  far 
as  possible  of  metal,  glass,  or  other  impervious  substance.  There 
should  be  a  properly  regulated  system  of  ventilation,  so  as  to 
ensure  purity  of  atmosphere  without  at  the  same  time  causing- 
draughts.  When  operating  in  a  private  house,  the  room  must  be 
brought  as  far  as  possible  into  conformity  with  the  foregoing.  All 
hangings,  carpets,  and  unnecessary  furniture  must  be  removed. 
The  walls  must  be  swept  down  and  the  floor  thoroughly  scrubbed. 
An  hour  or  so  before  the  operatioii  the  entire  room  should  be 
dusted  out  with  a  icet  duster,  and  any  carpets  or  furniture  which 
cannot  be  removed  should  be  covered  with  damp  sheets. 

Dressings. — All  dressings,  which  are  not  impregnated  Avith  a 
volatile  antiseptic,  must  be  sterilised  before  the  operation,  and 
kept  in  the  case  in  which  they  were  sterilised  until  the  moment 
for  applying-  them  comes.     The  saane  remark  applies  to  the 
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towels,  sheets,  etc.,  Avhich  are  used  during  the  operation,  and  to 
the  operators'  coats.  The  best  form  of  steriliser  for  this  purpose— 
if  there  is  much  to  sterilise— is  Lautenschlager's  steam  sterihser. 
In  this,  the  steam  is  slightly  superheated,  so  ensuring  that  it  will 
penetrate  into  the  centre  of  the  contents,  and  also— owing  to  its 
more  rapid  evaporation— that  the  towels  will  be  fairly  dry  when 
removed.  For  smaller  quantities,  the  most  easily  worked  steam 
steriliser  is  that  knoAvn  as  Schimmelbusch's  {v.  Fig.  95) . 

Sponges.— The  sponges,  which  are  used  during  an  operation, 
must  be  composed  of  some  substance  which  is  readily  sterilisable, 
and  which  is  of  so  moderate  a  cost  that  there  need  be  no  hesita- 
tion in  destroying  them  after  having  been  once  used.  The  material 
known  as  "  butter  muslin  "  answers  both  these  requirements.  It 
is  made  up  into  flat  pads,  usually  about  six  inches  square,  and 


Fig  95  — Schimmelbtiscli's  steriHser  for  instruments  and  dressings,  w.  Tray 
for  instruments,  k  and  k^.  Caddies  for  dressings,  a.  Case  to  hold  k.  To 
iise  A,  the  lid,  v,  of  w  is  removed  and  placed  on  a,  which  then  fits  on  to  the 
top  of  w.    L.  Lamp.    f.  Detachable  foot  of  w. 

containing  from  four  to  six  thicknesses  of  the  muslin.  These  are 
then  sterilised  in  a  steam  steriliser.  The  usual  time  allowed  for 
sterilisation  is  about  thirty  minutes,  counted  from  the  time  the 
steam  has  commenced  to  blow  off  at  the  valve. 

Instruments. — The  sterilisation  of  instruments  is  most  easily 
effected  by  boiling  them  from  ten  to  flfteen  minutes  in  water 
containing  a  little  common  washing  soda-  to  prevent  rust.  In 
order  to  enable  the  instruments  to  stand  boiling,  they  must  be  of 
metal.  During  the  operation,  they  are  kept  in  sterilised  water,  or 
in  lysol  or  carbolic  lotion,  if  sterilised  water  cannot  be  obtained. 

Sutures. — The  materials  most  commonly  used  for  sutures  are — 
silk,  silkworm  gut,  and  catgut.  Silk  is  most  suitable  for  use 
when  a  strong  ligature  is  required,  or  when  the  ligature  is 
rc(iuircd  to  last  for  a  considerable  time.    It  can  be  buried  in  the 
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tissues  with  safety,  if  aseptic.  It  is  as  a  rule  best  to  avoid  its 
use  for  skin  wounds,  on  account  of  its  capillarity.  It  is  sterilised 
by  boiling  for  thirty  minutes  in  water,  and  then  is  stored  in  1  in 
20  carbolic  lotion. 

Silkworm  gut  is  a  most  valuable  suture  material  for  use 
in  places  from  which  it  can  be  subsequently  removed.  It  is 
especially  suitable  for  skin  wounds,  on  account  of  its  freedom 
from  capillarity.  It  is  sterilised  by  boiling  for  twenty  minutes 
in  water,  and  then  is  stored  in  1  in  500  corrosive  sublimate 
lotion. 

Catgut  is  also  a  most  valuable  suture  material,  for  use  in  places 
fi'om  which  the  suture  cannot  subsequently  be  removed.  Its 
great  di'awback  is  the  difficulty  of  sterilising  it,  a  difficulty  Avhich 
is  so  marked  that  many  surgeons  have  given  up  its  use 
altogether.  While  opposed  to  this  conclusion,  we  are  satisfied  that 
the  only  thoroughly  efficient  mode  of  sterilisation  consists  in  sub- 
jecting the  gut  to  a  sufficient  degree  of  heat,  and  that  the  older 
methods  of  attempted  sterilisation  by  means  of  chemical  anti- 
se|)tics  are  unreliable.  The  difficulty  of  applying  heat  to  catgut, 
without  complete^  destroying  it,  is  considerable,  but  of  late  three 
satisfactory  methods  of  doing  so  have  been  described.  The  first, 
the  cumol  method,  is  extremely  troublesome,  and  necessitates  the 
attention  of  a  skilled  assistant.  Shortly,  it  consists  in  the 
following  steps  : — 

(1)  Wind  the  catgut  in  suitable  lengths. 

(2)  Eaise  it  gradually  to  a  temperature  of  80°  C.  (176°  F.)  in 
a  hot-air  oven  or  sand-bath,  and  keep  it  at  this  heat  for  one 
hour. 

(3)  Place  the  gut  in  cumol  at  a  temperature  of  100°  C.  (212° 
F.),  raise  the  temperature  to  165°  C.  (329°  F.),  and  keep  it  there 
for  one  hour. 

(4)  Pour  off  the  cumol,  and  dry  the  gut  in  a  sand-bath  or  hot 
oven  at  100°  C.  for  two  hours. 

The  second  method  consists  in  immersing*  the  gut  in  super- 
heated absolute  alcohol  for  the  necessary  time  for  complete 
sterilisation.  It  was  first  described  by  Fowler,  and,  as  slightly 
modified  by  the  author  by  the  introduction  of  a  suitable 
apparatus  in  which  to  superheat  the  alcohol,  provides  an  easy 
and  comparatively  inexpensive  method  of  sterilisation.  The 
steps  are  as  follows  : — 
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(1)  Roll  the  gut  very  loosely  on  round  glass  or  metal  reels. 

(2)  Immerse  the  reels  in  absolute  alcohol,  for  the  purpose  of 
dehydration.    They  must  lie  in  this  for  at  least  three  days. 

(3)  Place  the  reels  in  a  special  brass  box  made  for  the  purpose 
(r  Fig  96),  and  cover  with  absolute  alcohol.  The  box  is 
immersed  completely  in  a  saucepan  of  cold  water,  which  is  then 
raised  to  boiling-point  and  kept  there  for  thirty  minutes. 

(4)  Remove  the  reels  from  the  sterihser,  and  store  them  m  a 
mixture  of  sterilised  glycerine  ten  parts  and  absolute  alcohol 
ninety  parts. 

If  it  is  desired,  the  gut  can  be  chromicised  prior  to  de- 
hydration. 

The  third  method— the  formalin  method— is  the  simplest  ot  all. 


Pig.  96.- 


-Author's  catgut  steriliser,    a.  Steriliser, 
c.  Rubber  washer. 


B.  Screw  Top. 


As  modi- 


It  was  introduced  by  Senn,  -and  is  very  satisfactory, 
fied  by  C.  A.  Ball  it  is  as  follows  : — 

(1)  Roll  the  gut  firmly  and  evenly  on  glass  or  wooden  reels 
of  about  an  inch  in  diameter,  tie  the  ends,  and  immerse  the  reels 
in  a  5  per  cent,  solution  of  formalin  for  twenty-four  hours. 

(2)  Place  the  reels  under  a  stream  of  running  water  for 
some  minutes,  to  wash  away  the  formalin. 

(3)  Store  the  reels  in  methylated  spirit  or  absolute  alcohol, 
until  such  time  as  required. 

(4)  Drop  the  reels  into  boiling  water  and  boil  for  from  five 
to  ten  minutes  according  to  the  thickness  of  the  gut. 

(5)  After  boiling  store  them  in  the  following  mixture: — 
Corrosive  sublimate,  1  part ;  glycerine,  250  parts ;  methylated 
spirit,  1000  parts.  If  the  gut  is  required  for  immediate  use, 
place  the  reels  in  absolute  alcohol  for  a  few  minutes,  in  order 
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to  dehydrate  the  gut  a  little,  and  so  hy  reducing  its  size  make 
it  more  easy  to  thread  the  needles. 

The  sterilisation  of  tents  for  the  purpose  of  dilatation  of  the 
cervical  canal  is  usually  carried  out  by  immersing  them  for 
a  week  or  so  in  a  one  per  cent,  solution  of  corrosive  sublimate 
in  alcohol.  They  can  also  be  sterilised  in  the  author's  catgut 
steriliser  in  superheated  alcohol. 

Preparation  of  the  Patient.— For  minor  operations  on  the 
vagina,  the  external  parts  are  shaved  and  thoroughly  scrubbed 
with  soap  and  water ;  the  vagina  is  douched  with  creolin  lotion 
and  well  washed  with  the  fingers  and  soap.  If  the  peritoneal 
cavity  is  to  be  opened  per  vaginam,  the  latter  must  be  douched 
out  and  plugged  with  iodoform  gauze  once  or  twice  the  day 
before  the  operation;  on  the  morning  of  the  operation,  the 
plugging  is  removed  and  the  vagina  again  thoroughly  washed 
and  douched.  In  the  case  of  ventral  coeliotomies,  on  the  evening 
before  the  operation  the  patient  is  given  a  warm  bath,  the  skin 
of  the  abdomen  washed  with  soap  and  water  and  finally  with 
ether,  and  a  compress,  soaked  in  a  one  per  cent,  solution  of 
corrosive  sublimate  in  glycerine,  applied  over  the  proposed  site 
of  incision.  This  compress  remains  in  situ  until  the  patient  is  on 
the  operating  table,  when  it  is  removed  and  the  skin  again 
washed  with  soap  and  water,  then  with  ether,  and  finally  with 
corrosive  sublimate  solution  1  in  500. 

The  Operator's  Hands. — The  efiicient  sterilisation  of  the 
operator's  and  his  assistant's  hands  is  a  matter  of  some  difiiculty. 
After  the  finger-nails  have  been  cut  short,  the  hands  and  fore- 
arms must  be  scrubbed  for  at  least  ten  minutes  with  hot  water 
and  soap,  paying  pai-ticular  attention  to  the  skin  round  the 
nails.  When  the  soap  has  been  washed  olf  with  plain  water, 
they  are  immersed  in  corrosive  sublimate  solution  1  in  500 
for  a  minute  *or  longer.  An  alternative  antiseptic  course  con- 
sists in  plunging  them,  after  scrubbing,  first  into  a  saturated 
solution  of  permanganate  of  potash  until  they  are  of  a  dark 
mahogany  colour,  and  then  into  a  saturated  solution  of  oxalic 
acid  until  they  are  decolourised.  The  oxalic  acid  is  finally 
washed  off  with  sterilised  water  or  better  Avith  sterilised  lime- 
water. 

Antiseptics. — The  number  of  antiseptics  which  have  been  intro- 
duced during  the  last  few  years  is  very  great.    The  following 
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•are  those  most  generally  used  for  the  disinfection  of  the  hands, 
for  douches,  etc.  : — 

(1)  Corrosive  Suhlimate. — This  is  a  reliable  antiseptic,  if  used 
of  a  sufficient  strength.  It  is  especially  suited  for  the  disinfec- 
tion of  the  skin.  Its  use  must  be  avoided  in  places  where  there 
is  any  risk  of  absorption  taking  place,  and  where  it  will  come  in 
contact  with  blood  or  other  albuminous  discharge  by  which  it  is 
decomposed.  The  usual  strength  for  skin  sterilisation  is 
1  in  500. 

(2)  Binioclide  of  Mercury. — This  is  a  valuable  and  reliable 


Fig.  97. — Clover's  crutch. 


antiseptic.  It  dilfers  from  corrosive  sublimate  in  that  its  solu- 
tion instead  of  constringing  the  skin  renders  it  soft  and  slippery, 
and  that  it  is  not  so  easily  decomposed.  It  is  used  for  skin 
sterilisation  at  a  strength  of  1  in  500  to  1  in  1000. 

(3)  Creolin. — Creolin  is  an  antiseptic  which  is  particularly 
free  from  danger  as  far  as  poisonous  properties  are  concerned. 
It  is  at  the  same  time  a  tolerably  reliable  antiseptic.  It  is  prin- 
cipally of  use  for  douching  purposes,  and  is  used  at  a  strength  of 
I  in  320,  or  half  an  ounce  to  the  gallon. 
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(4)  Lijsol. — Lysol  is  stated  to  be  almost  as  powerful  an  anti- 
septic as  corrosive  sublimate.  It  contains  a  large  proportion  of 
soap,  and  so  in  a  one  per  cent,  solution  is  well  suited  for  the 
cleansing  and  disinfection  of  the  hands.  For  the  same  reason, 
it  is  of  considerable  use  as  a  lubricant  in  cases  where  such 
is  required. 

(5)  Formalin. — Formalin — the  name  applied  to  a  40  per  cent, 
solution  of  formic  aldehyde — is  one  of  the  strongest  antiseptics 
known,  and  is  at  the  same  time  comparatively  harmless  to 
liuman  life.  Two  objections  to  it  are,  that  it  is  rather  volatile 
.  and  so  easily  loses  its  strengtli  when  exposed  to  the  air,  and  that 
its  fumes  are  extremely  unpleasant.  It  is  pi-incipally  used  as  a 
gaseous  disinfectant  for  room  sterilisation,  for  which  purpose  it  is 
of  considerable  value. 

Operating  Table  and  Gynaecological  Couch. — An  operating  table 
for  abdominal  coeliotomies  should  be  as  uncomplicated  as  pos- 
sible, so  that  there  may  be  a  minimum  of  trouble  in  keeping  it 
clean.  At  the  same  time,  in  order  to  be  suitable  for  all  cases,  it 
must  be  capable  of  adjustment  as  regards  its  height  and  its 
inclination  to  the  floor.  It  must  be  entirely  of  metal,  or  of  glass 
and  metal.  An  excellent  table,  which  fulfils  these  require- 
ments, is  that  designed  by  Mackenrodt. 

For  pelvic  examinations  and  operations  on  or  through  the 
vagina,  a  gynEecological  couch  and  not  an  ojDerating  table  is 
required.  The  most  generally  useful  form  is  that  known  as  the 
Veit-Schroeder  gynEecological  couch  {v.  Fig.  1).  If  such  a 
couch  cannot  be  obtained,  as  when  operating  in  a  private  house, 
the  patient  can  be  kept  in  the  necessary  positions  by  means  of 
Clover's  crutch  {v.  Fig.  97). 

Marion  Sims'  position  is  possibly  of  use  in  a  few  cases,  as 
when  removing  sutures  from  the  cervix.  There  are,  however, 
now  but  few  operators  who  adopt  it  for  operative  purposes. 
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CCELIOTOMT. 

Definition— Ventral  Coeliotomy— Indications,  Instruments,  Operation  :  Drain- 
age ;  Closure  of  the  Abdominal  Wound;  KeUy's  Method  —  Operative 
Complications— After-treatment ;  Best,  Diet,  Bladder,  Intestinal  Tract, 
Dressing  of  Wound— Post-operative  Complications— Vaginal  Coiliotomy — 
Relative  Advantages  of  Vaginal  and  Abdominal  Cosliotomy- Indications, 
Instruments,  Operations;  Anterior  Colpotomy,  Mackenrodt's  Operation, 
Diihrssen's  Operation;  Posterior  Colpotomy. 

CcELiOTOMY  [KOiXla,  lit.  a  liollow,  hencG  the  abdomen;  Tef.Lvu>, 
I  cut;  syns.,  laparotomy  [AaTrapa,  tlie  flank;  rc^vw];  abdominal 
section)  is  the  term  applied  to  the  opening  of  the  peritoneal 
cavity.  It  can  be  divided  into  ventral  or  abdominal  coeliotomy 
and  vaginal  coeliotomy,  according  as  the  opening  is  made 
throngh  the  abdominal  walls  or  through  the  vagina. 

VENTRAL  CCELIOTOMY. 

In  a  gynascological  handbook,  we  are  only  concerned  with  that 
form  of  ventral  coeliotomy  which  is  required  for  the  cure  of 
gynaecological  conditions,  i.  e.  the  opening  of  the  peritoneal 
cavity  through  the  linea  alba. 

Indications. — Ventral  coeliotomy  is  indicated  if  vaginal  coeli- 
otomy is  either  impossible  or  unsuitable  : — 

(1)  In  order  to  treat  or  remove  pathological  conditions  orf 

the  uterus  or  appendages,  when  the  cure  of  such 
conditions  is  necessary  and  cannot  be  obtained  by 
less  radical  means. 

(2)  In  order  to  diagnose  and  treat  or  remove  obscure  intra- 

peritoneal conditions,  wliich  so  affect  the  patient's 
health  as  to  render  their  cure  necessai'y. 
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Instruments. — The  following  iiistrnmeut.s  are  required  : — Two 
scalpels ;  a  dozen  clip  forceps  ;  three  pairs  of  scissors,  one  sharp- 
pointed,  one  blunt-pointed,  and  one  curved  on  the  flat,  all  tolei-- 
ably  stout  and  with  handles  of  medium  length  ;  retractors  {v.  Fig. 
98),  four  or  five  long,  straight  and  curved,  narrow-bladed  clamp- 
forceps  {v.  Fig.  Ill)  ;  a  couple  of  sponge-holders;  two,  toothed 
fistula  forceps  {v.  Fig.  112)  ;  three  or  four  dozen  sponges  of 
gauze;  needles  and  holders;  suture  materials;  two  short,  and 
two  long,  dissecting  forceps  with  sharp  teeth  {v.  Fig.  115). 

Operation. — Whatever  form  of  operating  table  is  chosen,  it 
should  be  one  which  can  easily  be  swung  on  a  transverse  axis,  so 
as  to  permit  of  the  patient  being  placed  in  Trendelenburg's  posi- 
tion and  brought  back  again  to  a  horizontal  position  with  the 
least  amount  of  trouble.    The  patient  is  jAaced  on  the  table,  the 


Fig.  98. — Doyen's  retractors  for  the  edges  of  the  abdominal  wound. 

skin  disinfected  as  previously  described  {v.  page  232),  and  the 
site  of  operation  isolated  from  the  surrounding  parts  by  means 
of  sterilised  towels.  An  incision  is  made  in  the  middle  line 
through,  the  skin  and  fat  down  to  the  aponeurosis  of  the  rectus 
muscle,  and  is  at  first  about  two  to  two  and  a  half  inches  in 
length,  with  its  extremities  equidistant  from  the  umbilicus  and 
pubes.  Afterwards,  it  can  be  increased  as  necessary.  As  soon 
as  the  aponeurosis  of  the  muscle  has  been  exposed,  the  linea 
alba  {v.  Fig.  99)  must  be  found,  as  it  is  through  it  the  incision 
is  to  be  continued.  The  easiest  way  to  do  this  is  to  make  a  very 
small  cut  through  the  aponeurosis  as  nearly  as  possible  in  the 
middle  line,  and  at  the  upper  end  of  the  exposed  aponeurosis, 
as  there  the  linea  alba  is  best  marked  and  can  be  most  easily 
recognised.  If  this  happens  to  hit  the  linea  alba,  then  it  is  con- 
tinued through  it.    If  it  does  not,  the  point  of  a  director  is 
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passed  through  it,  and  pushed  alternately  first  towards  one  side 
and  then  towards  another.  In  this  way,  the  linea  alba  will  be 
found,  as  it  will  cause  an  obstruction  to  the  passage  of  the 
director  to  one  or  other  side,  while  the  director  can  be  freely 
passed  in  the  opposite  direction.  The  accompanying  drawings, 
made  from  sections  of  the  abdominal  wall  in  a  virgin,  show  very 
clearly  the  alteration  in  the  thickness  and  width  of  the  linea 
alba  at  different  levels  between  the  umbilicus  and  the- symphysis. 
As  soon  as  the  linea  alba  has  been  traversed,  the  subperitoneal 


Fig.  99. — Sections  of  the  anterior  abdominal  wall  across  tlie  middle  line  and  at 
right  angles  to  the  linea  alba.  2.  Section  midway  between  umbiliciis  and 
symphysis  pubis.  1.  Section  midway  between  ximbilicus  and  2.  3.  Section 
midway  between  2  and  symphysis  pubis.  L.  A.  Linea  alba.  S.  Skin. 
F.  Svibcutaneovis  fat.  F'.  Snb-peritoneal  fat.  E.  Eectns  muscle.  Pr. 
Pyramidalis  muscle.  P.  Peritoneum.  (From  a  formalin  preparation  by 
Dr.  E.  A.  Stoney.) 

fat  is  met.  This  may  either  be  divided  with  the  scalpel  or  torn 
through  Avith  the  handle  end,  or  it  may  be  picked  up  betAveen 
two  clip  forceps  and  divided.  Tinally,  the  peritoneum  is  reached 
and  is  recognised  by  touch,  if  a  fold  is  picked  up  between  the 
finger  and  thumb.  Such  a  fold  is  then  caught  between  two 
clips,  and  a  very  small  nick  made  in  it  with  the  scalpel.  This 
allows  air  to  rush  in,  and  the  intestines,  if  not  adherent  to  the 
parietal  peritoneum,  fall  back,  leaving  the  peritoneum  com- 
pletely separated  from  them. 
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The  patient  may  now  bo  placed  in  Trendelenburg's  position,  if 
this  has  not  been  already  done,  as  it  is  the  most  suitable  position 
for  almost  all  gynEecological  operations.  The  incision  in  the 
peritoneum  is  then  sufficiently  enlarged  with  the  scalpel  to  admit 
the  fingei\  and,  finally,  the  aponeurosis  and  peritoneum  are 
divided  with  scissors,  cutting  under  the  guidance  of  the  finger 
in  the  peritoneal  cavity,  to  correspond  with  the  size  of  the  wound 
in  the  abdominal  wall.  If  the  incision  has  to  be  enlarged,  owing 
to  the  size  af  the  tumour  or  for  any  other  reason,  such  enlarge- 
ment is  carried  out  in  a  similar  manner,  that  is,  the  skin  is 
divided  with  a  scalpel,  and  the  deeper  tissues  with  the  scissors. 

As  soon  as  the  object  for  which  the  peritoneum  was  opened 
has  been  carried  out,  the  peritoneal  cavity  must  be  cleansed  by 
removing  all  blood  and  debris  of  any  kind  which  may  have 
found  its  way  into  it.  As  a  preliminary  to  this,  it  is  well  to 
bring"  the  patient  back  again  from  Trendelenburg's  position  into 
the  horizontal,  in  order  that  all  fluid  may  find  its  way  into  the 
pelvis.  As  a  rule,  gauze  sponges  will  readily  remove  any  fluid 
or  clots,  and  it  is  only  in  rare  cases  that  it  will  be  found 
necessary  to  wash  out  the  jDeritoneal  cavity.  If  septic  matter 
has  escaped  from  a  pus  tube  or  suppurating  cyst,  and  has 
become  generalised  through  the  peritoneal  cavity,  it  is  best  to 
wash  the  latter  out  as  thoroughly  as  possible.  If,  however,  the 
septic  matter  does  not  become  generalised  but  has  been  success- 
fully confined  to  the  pelvis,  by  careful  walling  oif  the  rest  of  the 
peritoneal  cavity  with  sponges,  it  is  probably  better  not  to  wash 
out  the  cavity,  lest  such  a  procedure  should  tend  to  cause  the 
poison  to  become  generalised.  If  the  patient  is  very  much 
collapsed  from  the  length  of  the  operation  and  from  loss  of 
blood,  it  is  a  good  practice  to  infuse  from  two  to  six  pints  of 
normal  saline  solution  (0-6  per  cent.)  into  the  cavity  and  allow  it 
to  remain  and  be  absorbed. 

Drainage.  —  The  very  important  subject  of  post-operative 
drainage  of  the  peritoneal  cavity  demands  some  little  attention. 
In  the  early  days  of  abdominal  sections,  it  was  considered 
necessary  to  drain  every  case,  as  a  presumed  safeguard  against 
septic  peritonitis.  Grradually,  however,  it  came  to  be  recognised 
that  aseptic  operations,  at  any  rate,  such  as  hy.sterectomy  for  a 
myoma,  did  not  require  drainage,  but  rather  ran  a  more  normal 
post-operative  course  if  drainage  was  not  adopted.     On  the 
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other  hand,  certain  cases,  such  as  those  in  which  the  peritoneal 
cavity  is  infected,  apparently  require  drainage,  and  accordingly 
two  questions  must  be  answered  : — 

(1)  In  what  cases  is  drainage  required  ? 

(2)  How  is  drainage  best  obtained  ? 

(1)  In  what  cases  is  drainage  required  ?    It  may  be  regarded 
as  definitely  settled  that  the  routine  use  of  the  drain  has  entirely 
passed  away.     Experimental  research  has  gone  a  long  way  to 
show  that  the  normal  peritoneum  is  capable  of  absorbing  large 
quantities  of  fluid  (Wegner)  and  minute  particles  of  foreign 
matter  (Muscatello)  in  a  very  short  time,  and  also  of  getting  rid 
of  immense  numbers  of  pyogenic  bacteria  (Waterhouse,  Hal- 
sted).     On  the  other  hand,  experimental  research  also  tends  to 
show  that  in  cases  where  the  absorptive  power  of  the  peritoneum 
is  damaged,  and  where  as  a  consequence  collections  of  unab- 
sorbed  serum  or  blood  are  present  in  various  parts  of  the  cavity, 
bacteria  can  multiply  to  a  sufficient  extent  to  give  rise  to  a  fatal 
peritonitis.    The  use  of  a  drain  is  never  free  from  danger.  It 
may  act  as  a  means  of  introducing  fresh  infection  from  outside. 
It  may  cause  injurious  pressure  on  the  intestines,  and  so  pro- 
duce intestinal  obstruction  or  fistulse.     If  it  comes  out  through 
the  abdominal  wound,  it  weakens  the  future  union  at  that 
point  and  paves  the  way  for  a  hernia.    For  these  reasons,  it 
must  be  regarded  as  a  line  of  treatment  whose  general  effect  is 
by  no  means  beneficial,  but  which  may  have  to  be  used  at  times 
in  order  to  guard  against  a  greater  danger.    There  is  one  class 
of  case  in  which  most  authorities  agree  that  drainage  is  necessary. 
That  is,  when  septic  matter  has  escaped  into  the  peritoneal 
cavity  and  when  both  it   and  its  origin  cannot  be  entirely 
removed ;   e.g.  when  a  pyosalpinx  or  other  collection  of  pus, 
which  there  is  reason  to  believe  is  still  septic,  bursts  prior  to 
removal,  or  when  it  is  not  possible  to  remove  the  entire  sac  of  an 
abscess  cavity.    Another  class  of  case,  in  which  many  authorities 
consider  drainage  necessary,  is  when  the  amount  of  general 
oozing  from  surfaces  denuded  of  peritoneum  is  so  great,  that,  if 
not  drained,  a  considerable  accumulation  of  blood-stained  serum 
would  result.    The  author  is  not  now  referring  to  cases  in  which 
the  use  of  an  intra-peritoneal  plug  is  necessary  to  check  hajmor- 
rhage,  such  cases  come  under  another  head,  but  solely  to  the  use 
of  a  drain  to  prevent  the  accumulation  of  serum.    For  these 
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latter  cases,  it  is  not  possiLlc  to  lay  down  a  definite  rule.  Tlie 
peritoneum,  if  healthy,  can  apparently  be  trusted  to  absorb  very 
large  amounts  of  fluids,  but  if,  on  the  other  hand,  its  function  is 
destroyed— as  by  former  peritonitis— drainage  is  called  for. 
Accordingly,  two  indications  may  be  laid  down  for  the  use  of  the 
drain : — 

(a)  Where  undoubtedly  septic  matter  is  present,  or  is  likely 
to  make  its  way  into  the  peritoneal  cavity. 

(&)  Where  sterile  matter — blood,  serum,  or  pus — is  likely  to 
collect  in  quantities  greater  than  the  peritoneum  in  its  existing 
condition  can  be  expected  to  absorb. 

(2)  How  is  drainage  best  obtained?  Drainage  can  be 
carried  out  either  through  the  lower  angle  of  the  abdominal 
wound,  or  through  an  opening  made  from  the  floor  of  Douglas' 
pouch  into  the  posterior  vaginal  fornix.  The  latter  route 
offers  great  advantages,  as  the  weakening  of  the  abdominal 
cicatrix  is  avoided,  and  the  action  of  gravity  assists  the 
escape  of  the  fluid.  It  however  possesses  the  disadvantages 
that  it  necessitates  the  making  of  an  opening  into  the  vagina 
when  perhaps  the  condition  of  the  latter  is  not  suitable  for  such 
a  procedure,  and  that  the  subsequent  removal  of  the  drain  is 
more  difficult.  Nevertheless,  if  the  vagina  is  healthy,  vaginal 
drainage  is  the  correct  treatment  in  almost  every  case  in  which 
a  drain  is  required.  In  a  small  number  of  cases,  it  may 
be  found  advisable  to  have  a  counter-opening  in  the  lower 
angle  of  the  abdominal  wound ;  while,  in  those  cases  in  which 
a  gauze  plug  is  introduced  with  the  object  of  checking  liEemor- 
rhage  by  its  pressure,  it  will  be  best  inserted  and  removed 
from  above.  All  the  yarious  forms  of  drain  which  we  have 
at  present  at  our  disposal  are  more  or  less  unsatisfactory.  Both 
glass  and  rubber  tubes  are  inefficient,  and  in  addition  glass 
is  dangerous  as  tending  to  produce  fascal  fistulae  by  causing 
pressure  on  the  intestines.  Grauze,  which  drains  well  at  first — if 
used  in  sufficiently  large  quantities,  ceases  to  drain  after  a  time 
owing  to  its  meshes  becoming  blocked  by  fibrin  and  lymph.  It 
is,  however,  the  only  material  which  is  at  all  suitable.  Either 
plain  sterilised  gauze,  in  the  form  of  long  four-fold  strips  two 
inches  in  width,  may  be  used,  or  iodoform  gauze  from  which  the 
excess  of  iodoform  has  been  removed  by  squeezing  it  out  of 
water  (Kelly).    The  latter  is  to  onr  mind  preferable,  as  the  fluid 
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absorbed  by  the  gauze  rapidly  decomposes,  unless  some  anti- 
septic is  present.  If  it  is  intended  to  remove  the  gauze  by 
the  vagina,  the  end  is  first  passed  through  the  vaginal  opening, 
and  then  the  pelvis  is  filled  with  the  remainder,  care  being  taken 
that  a  loop  of  intestine  does  not  lie  below  or  amongst  it.  In 
some  cases,  the  form  of  drain  known  as  Mikulicz  bag,"  is  most 
useful,  especially  if  it  is  desired  to  obtain  firm  pressure  on  any 
bleeding  area.  This  consists  of  a  large  piece  of  gauze  about 
eighteen  inches  square,  with  a  tape  seAvn  firmly  into  its  centre. 
The  gauze  is  inverted  over  the  fingers  or  a  plugging  forceps, 


Fig.  100. — Diagram  of  Mickulicz  gauze  bag  in  situ. 


with  the  tiipe  on  the  inside,  and  passed  into  the  pelvic  cavity 
so  as  to  line  Douglas'  pouch,  while  the  edges  of  the  gauze 
remain  outside  the  abdominal  opening.  These  edges  are  then 
held  by  an  assistant,  and  the  cavity  of  the  bag  thus  formed 
is  filled  as  tightly  as  is  required  with  a  long  strip  of  gauze 
{v.  Fig.  100).  This  gauze  packing  should  be  removed  on  the 
morning  or  evening  of  the  next  day,  and  the  bag  itself  the 
day  following. 

The  Abdominal  Wound. — The  proper  closure  and  resultant  . 
complete  union  of  the  abdominal  wound  are  most  important 
matters,  in  order  to  guard  against  the  subsequent  occurrence  of 
ventral  hernia.    "The  best  method  of  closure  is  that  which 
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brings  the  tissues  into  exact  approximation  layer  by  layer  in  the 
order  they  occupied  before  division,  and  holds  them  there  until 
firmly  united,  Avith  the  least  risk  of  infection"  (Kelly).  There 
are  two  chief  ways  of  attaining  this  end.  The  first  is  the  more 
rapid  and  has  the  advantage  that  no  permanent  buried  sutures 
are  left  behind.  It  is  therefore  suitable  for  cases  in  which  the 
saving  of  time  is  of  great  importance^  or  in  which  there  is  a  risk 
of  septic  infection  of  the  abdominal  wound  occurring,  as,  if  such 
infection  should  occur,  the  presence  of  buried  silkworm- 
gut  sutures  tends  to  indefinitely  prolong  suppuration.  In  all 
other  cases,  the  second  method  is  preferable,  as  it  ensures  a 
more  accurate  approximation  of  the  fascia  than  can  be  obtained 
by  the  first  method. 

The  first  method  is  as  follows  :— The  peritoneal  edges  are 
brought  together  by  a  continuous  catgut  suture.  Silkworm-gut 

ill  ilH 


Fig.  101. — Diagram  of  the  simplest  metliod  of  STitming  tlie  abdominal 

wound. 

sutures  are  then  inserted  at  intervals  of  half  an  inch,  traverse 
the  skin,  fat  and  fascia  at  one  side,  then  pass  across  the  Avound  to 
the  corresponding  point  at  the  opposite  side,  and  finally  emerge 
through  fascia,  fat  and  skin.  They  are  entered  a  quarter  of  an 
inch  fi'om  the  skin  edge,  and  traverse  the  fat  and  fascia  at 
a  corresponding  point.  If  there  is  any  gaping  of  the  skin 
between  them  after  they  are  tied,  fine  catgut  or  silkworm-gut 
sutures  may  be  inserted  between  them  wherever  necessary 
{v.  Fig.  101). 

The  second  method  (Kelly's)  is  as  follows: — The  peritoneum 
is  first  sutured  with  a  continuous  catgut  suture.  The  fascia 
is  then  drawn  out  on  both  sides,  and  held  together  while  it  is 
united  with  mattress  sutures  of  silkworm  gut.  These  are  passed 
12  mm.  (-5  in.)  from  the  cut  edge,  embrace  12  mm.'of  the  tissue, 
and  lie  about  2  or  4  cm.  (1—1-5  in.)  apart.  Their  ends  are  cut 
off  short,  as  they  will  be  buried  when  the  subsequent  sutures  are 
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passed,  and  interrupted  catgut  sutures  are  inserted  between 
them.  The  subcutaneous  fat  is  next  brought  together  by  means 
of  a  continuous  catgut  suture,  and  lastly  the  skin  by  a  continuous 
subcuticular  suture  of  the  same  material  {v.  Fig.  .102,  a,  b). 

A  simple  method  by  which  the  use  of  catgut  for  the  super- 
ficial sutures  is  avoided  is  as  follows : — Two  long  and  fine  silk- 
worm-gut sutures  are  knotted  together.  A  straight  glover's 
needle  is  threaded  with  one  end  of  the  double  ligature  and 
passed  through  the  skin  in  the  middle  line  half  an  inch  above 
the  upper  end  of  the  wound.  The  needle  emerges  through 
the  subcutaneous  fat,  and  is  then  passed  through  the  fat  at 
each  side  of  the  wound  alternately,  in  such  a  manner  that, 
when  the  suture  is  drawn  tight,  the  cut  edges  of  fat  are,  as 


Fig.  102. — Kelly's  metliod  of  suturing  the  abdominal  ■woimd.  a.  The  different 
layers  of  siitures  in  situ.  b.  The  mattress  sutures  which  unite  the  aponeu- 
rosis. 

it  were,  laced  together.  The  suture  finally  emerges  through 
the  skin  half  an  inch  below  the  lower  end  of  the  wound.  The 
needle  is  then  threaded  with  the  other  end  of  the  double 
ligature,  which  is  lying  loose  at  the  upper  end  of  the  wound,  and 
is  passed  through  the  skin  just  beside  the  point  at  which  the  first 
suture  was  introduced.  It  then  traverses  the  wound  fi'om  above 
downwards,  passing  through  the  sub-cuticular  layers  of  the  skin 
alternately  at  each  side,  in  such  a  manner  as  to  lace  the  cut 
edges  together.  It  emerges  beside  the  first  suture,  and  then  the 
two  are  drawn  sufficiently  tightly  to  accurately  bring  together 
the  cut  edges  and  are  knotted  to  one  another.  Their  subsequent 
removal  is  easy,  as  all  that  has  to  be  done  is  to  cut  off  the  knot 
at  one  end,  and  then  by  pulling  on  the  other  end  each  suture  can 
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be  drawia  out  separately.  If  the  gut  used  is  fine,  this  procedure 
causes  little  or  no  pain. 

The  final  step  of  the  operation  consists  in  cleansing  the  skin  of 
the  abdominal  wall  and  in  dressing  the  wound.  If  the  operation 
has  been  an  aseptic  one,  the  skin  is  made  as  dry  as  possible  and 
covered  with  sterilised  gauze  sponges,  no  antiseptic  being 
necessary.  If,  however,  there  has  been  pus  about,  it  is  well  to 
first  powder  the  incision  with  some  antiseptic,  and  for  this  pur- 
pose iodoformogen,  glutol,  iodoform,  or  boracic  acid  may  be 
used.  Three  or  more  straps  of  adhesive  rubber  plaster  are  then 
placed  over  the  sponges,  of  sufficient  length  to  get  a  firm  hold 
of  the  skin  at  the  sides.  A  layer  of  absorbent  cotton  wool  or 
cellulose  comes  next  over  the  strapping,  and  outside  all  an 
abdominal  binder. 

Operation  Complications. — The  only  complication  which  is 
likely  to  occur  in  the  course  of  a  ventral  coeliotomy  is  the 
wounding  of  an  intestine  when  the  peritoneum  is  being  opened, 
or  during  the  separation  of  adhesions.  This  is  an  accident 
which  is  especially  liable  to  occur  in  cases  where  the  intestine 
has  become  adherent  to  the  abdominal  wall  in  the  middle  line  as 
the  result  of  former  peritonitis.  If  it  happens,  the  cut  must  be 
immediately  sutured  with  an  ordinary  fine  sewing  needle — as  it 
will  make  the  smallest  holes — and  very  fine  silk  or  catgut. 
The  sutures,  which  may  be  continuous,  mattress,  or  interrupted, 
are  passed  in  the  manner  introduced  by  Lembert,  taking  par- 
ticular care  to  include  a  portion  of  the  submucous  coat  (Hal- 
sted) .  If  the  tear  is  situated  in  the  rectum,  a  fine  curved  needle 
is  used  instead  of  the  usual  straight  one.  Although  a  rectal 
tear  is  always  difficult  to  reach,  this  fact  is  compensated  for  to 
some  extent  by  the  thickness  of  the  wall  rendering  the  sutures 
more  easy  to  insert. 

After-treatment. — The  after-treatment  of  abdominal  sections  is 
best  considered  under  various  headings  : — 

Rest. — After  the  operation  the  j)atient  must  be  kept  as  quiet  as 
possible.  Violent  movements  while  she  is  still  semi-unconscious 
must  be  guarded  against,  and  a  special  nurse  must  be  in  attendance 
who  will  not  leave  the  patient  for  a  moment  until  she  is  replaced 
by  another.  On  the  day  following  the  operation,  the  patient 
may  be  carefully  turned  a  little  to  one  or  other  side  by  the 
nurses,  but  she  must  not  be  allowed  to  move  herself. 
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Diet.— For  the  first  twenty-four  hours,  the  less  that  is  given  by 
the  mouth  the  better.  Thirst  may  be  relieved  by  hot  water  one 
or  two  teaspoonfuls  at  a  time,  by  sips  of  champagne,  or  perhaps 
by  ice.  If  the  patient  is  very  weak,  nutrient  enemata  must  be 
given  every  four  hours,  and  the  hot  water  may  be  replaced  by 
whiskey  and  water  (one  in  three).  As  soon  as  vomiting  has 
ceased,  the  hot  water  may  be  replaced  by  barley-water,  and  it  in 
turn  by  milk  and  water  or  barley-water,  or  beef  essence  a,nd 
chicken  broth  may  be  given  as  an  alternative.  As  soon  as  thu 
bowels  have  moved,  the  patient  maybe  allowed  a  little  solid  food, — 
tea  and  toast,  a  very  small  portion  of  the  white  meat  of  chicken, 
and  light  puddings  containing  eggs.  As  convalescence  gets  more 
advanced,  the  dietary  may  be  made  more  extensive,  but  it  is  a 
good  rule  for  the  first  week  never  to  give  more  than  one  kind  of 
food  at  each  meal. 

Bladder.— The  urine  must,  at  first,  be  drawn  off  every  eight 
hours,  and  the  amount  measured  and  noted.  The  catheter  must 
be  passed  by  sight,  after  carefully  washing  the  external  parts. 
The  patient  should  be  got  to  pass  water  naturally  as  soon  as 
possible,  to  a,void  the  continued  use  of  the  catheter. 

Intestinal  Tract. — It  is  an  important  matter  to  note  when  the 
patient  passes  flatus  for  the  first  time  after  the  operation,  as  it 
shows  that  the  intestines  are  not  obstructed  or  paralysed.  A 
purgative  should  be  given  on  the  second  morning  or  evening  after 
the  operation,  as  the  action  of  the  intestines  very  much  relieves 
the  patient,  and  probably  accelerates  the  absorption  of  fluid  from 
the  peritoneal  cavity.    If  the  patient  is  inclined  to  vomit,  the 
most  easily  borne  medicine  is  calomel  in  small  repeated  doses. 
Commence  with  three  grains,  followed  in  two  hours  by  two  more, 
or  give  repeated  doses  of  one  grain  every  two  hours  until  five 
have  been  given.    This  may  be  followed  three  hours  after  the 
last  dose  by  a  mild  saline,  such  as  a  teaspoonful  of  effervescing 
citrate  of  magnesia.    If  the  bowels  still  do  not  act,  a  simple  soap 
and  water,  or  better,  a  turpentine  and  oil  enema  must  be  given. 
If  the  patient  has  no  tendency  to  vomit,  a  drachm  of  sulphate  of 
magnesia  dissolved  in  two  to  four  teaspoonfuls  of  water  may  be 
given,  instead  of  the  calomel,  every  two  hours  until  the  bowels 
move.    Tympanites  is  sometimes  very  marked,  and  causes  the 
patient  a  great  deal  of  discomfort.    If  it  is  not  the  result  of  some 
serious  condition,  such  as  septic  peritonitis  or  paralysis  of  the 
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bowel,  it  can  usually  be  relieved  by  the  insertion  of  a  short 
rectal  tube,  which  is  allowed  to  remain  in  for  half  an  hour  or  so, 
and  by  turpentine  enemata.  If  the  tympanites  is  very  marked, 
relief  is  sometimes  obtained,  while  waiting  for  the  bowels  to  act, 

^Pplyi^g"  ^  turpentine  stupe  to  the  abdominal  wall,  or  by  lightly 
drawing  over  the  latter  the  point  of  a  Paquelin's  thermo-cautery 
heated  to  a  dull  red,  in  such  a  manner  as  to  touch  the  short  hairs 
of  the  skin  without  actually  coming  in  contact  with  the  epidermis 
itself  (Kelly).  If  the  distension  has  reached  as  low  as  the 
descending  colon,  relief  may  be  given  by  the  passage  of  the  long 
rectal  tube.  It  is,  however,  a  very  difficult  matter  to  get  this 
tube  above  the  sigmoid  flexure,  but  it  has  been  successfully  done 
with  the  patient  in  the  knee-chest  position. 

Dressing^  of  the  "Wound. — The  abdominal  wound  ought  not  to 
be  dressed  until  the  eighth  day,  unless  either  a  drain  has  been 
used,  or  the  temperature  goes  above  100-5°  or  the  pulse  above 
100.  The  sutures  are  removed  on  that  day,  the  wound  is 
redressed,  and,  if  properly  healed,  is  not  again  interfered  with 
until  this  second  dressing  either  gets  soiled  or  falls  off.  The 
patient  may  be  allowed  to  sit  up  in  bed,  if  all  goes  well,  on  the 
tenth  to  the  fourteenth  day,  and  to  get  up  on  some  day  between 
the  fourteenth  and  eighteenth  according  to  the  nature  of  the 
case  and  the  length  of  the  abdominal  incision. 

Post-o'perative  GompUcations. — The  following  are  the  principal 
post-o]Derative  complications  which  may  occur  during  the  three 
weeks  succeeding  a  coeliotomy.  It  is  not  possible  to  discuss 
them  here  in  detail,  and  accordingly  the  reader  is  referred  to 
one  of  the  larg'e  text-books  of  gyntecology  for  the  necessary 
information : — 

(1)  Collapse  due  to  the  length  of  the  operation  and  the 
ansesthesia,  prolonged  handling  of  the  intestines,  or  ha3mor- 
rhage  during  the  operation. 

(2)  Secondary  heemorrhage  coming  on  at  any  time  up  to 
forty-eight  hours  after  the  operation,  due  to  slipping  of  a 
ligature  or  to  extensive  oozing  from  a  raw  surface. 

(3)  Septic  peritonitis  and  pneumonia,  septictemia  and  pyfemia. 

(4)  Ee-opening  of  the  wound  from  excessive  coughing  or 
vomiting,  or  from  septic  infection.  This  is  most  prone  to  occur 
within  twenty-four  hours  of  the  removal  of  the  sutures. 

(5)  Intestinal  paralysis  and  obstruction.    The  former  is  due 
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to  excessive  handling  of  the  intestines  or  to  their  prolonged 
exposure  during  an  operation;  the  latter  to  peritoneal  ad- 
hesions, adhesion  of  the  bowel  to  a  raw  surface,  adhesion  to 
a  septic  area,  incarceration  through  a  hole  in  the  mesentery 
or  omentum,  or  a  twist  of  a  loop  of  bowel  about  its  own  axis. 

(6)  Pulmonary  embolism,  due  to  the  detachment  of  a  clot 
from  some  large  thrombosed  vein,  may  occur  from  ten  days  to 
three  or  four  weeks  after  the  operation.  It  is  an  accident  which 
is  relatively  more  frequent  after  operations  for  the  removal  of 
myomata  on  account  of  the  enormous  veins  which  are  sometimes 

divided.  i     4;  +i, 

(7)  Urinary  suppression  may  occur  as  the  result  of  the  acci- 
dental ligation  of  one  or  both  ureters,  or  of  the  failure  of  the 
action  of  the  kidneys  due  to  the  effect  upon  them  of  the  anaes- 
thetic, of  the  length  of  the  operation,  or  of  septic  infection. 

(8)  Faecal  or  urinary  fistulse  may  form  as  a  result  of  direct 
injury  to  the  intestinal  or  bladder  wall  during  the  operation,  or 
of  necrotic  or  sloughing  changes  after  it. 


YAGINAL  CCELIOTOMY. 

Vaginal  coeliotomy  {sijns.,  colpotomy  [koXttoc,  the  vagina; 
te'/xvw],  vaginal  section)  is  an  operation  which  furnishes  a  means 
of  operating  upon  certain  pelvic  conditions  with  greater  safety, 
and,  in  some  cases,  with  greater  ease,  than  does  ventral 
coeliotomy.  The  opening  into  the  peritoneal  cavity  can  be  made 
either  through  the  anterior  vaginal  fornix,  after  separating  the 
bladder  from  the  uterus  (anterior  colpotomy),  or  through  the 
posterior  fornix,  by  opening  directly  into  Douglas'  pouch 
(posterior  colpotomy)  {v.  Fig  103). 

A  few  words  must  be  said  with  regard  to  the  relative  value  of 
vaginal  and  ventral  coeliotomy,  especially  as  their  relations  have 
not  as  yet  been  definitely  agreed  on.  Operating  by  the  vaginal 
route  possesses  the  following  advantages  : — 

(1)  There  is  apparently  less  risk  of  sepsis. 

(2)  There  is  little  or  no  interference  with  the  intestines. 

(3)  If  pus  is  present,  it  is  less  likely  to  spread  to  the 

general  peritoneal  cavity,  and  after  its  evacuation 
a  more  dependent  drain  can  be  obtained. 
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(4)  There  are  some  conditions  which  can  be  more  easily 

reached  by  this  route. 

(5)  There  is  no  subsequent  abdominal  scar,  and  no  risk 

of  hernia. 

The  disadvantages  of  operating  by  this  route  are  : — 

(1)  The  operation  takes  longer,  as  a  rule. 

(2)  In  women  who  have  not  borne  children,  the  narrow- 

ness of  the  vagina  frequently  necessitates  pre- 
liminary dilatation  or  incision. 

(3)  After  the  peritoneal  cavity  has  been  opened,  it  may 


Fig.  103.  — Sagittal  section  through  the  pelvis  of  a  vii-giu,  showing  route 
followed  in  anterior  and  posterior  colpotomy.  a.  Route  in  anterior  colpo- 
tomv.  B.  Route  in  posterior  colpotomy.  (From  a  dissection  by  Dr. 
R.  A.  Stoney.) 

be  found  impossible  to  remove  the  tumour  on  ac- 
count of  its  size,  its  situation,  or  the  nature  of  the 
adhesions  which  hold  it. 
(4)  If  anterior  colpotomy  has  been  j)erforilied,  it  is  usually 
necessary  to  finish  the  operation  by  suturing  the 
uterus  to  the  anterior  vaginal  wall,  and  in  some 
cases  this  is  an  objectionable  proceeding  {v.  page 
88). 

Taking  into  consideration  these  advantages  and  disadvantages, 
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it  will  the  author  thinks,  be  found  that,  in  certain  cases,  vagmal 
is  to  be  preferred  to  ventral  coeliotomy.  Even  if,  after  perform- 
ino-  vaginal  coeliotomy,  it  is  found  that  the  tumour  cannot  be 


Pig.  104— Martin's  modification  of  Simon's  posterior  speculum. 

removed  and  hence  that  a  ventral  coeliotomy  is  necessary,  the 
prognosis  of  the  case  will  not  be  appreciably  more  serious  than 
if  a  ventral  coeliotomy  alone  had  been  performed. 


Pig.  105. — Doyen's  posterior  speculvim. 

It  is  not  an  easy  matter  to  lay  down  rules  as  to  what  con- 
stitutes a  suitable  case  for  the  vaginal  operation,  and  it  will 
doubtless  be  often  found  that  it  is  only  during  the  operatioii. 
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itself  we  can  definitely  determine  this  point.    In  general,  vaginal 
coeliotomy  is  relatively  easy  under  the  following  conditions : — 
(1)  If  the  vagina  is  sufficiently  capacious  to  jjermit  the 
necessary  manipulations.    Other  things  being  equal, 
a  multipara  is  always  a  more  suitable  subject  than 
a  nullipara. 


Fig.  106.— Martin's  needle-holder.    Not  qtiite  half  scale. 


(2)  If  the  tumour  to  be  removed  is  of  such  a  size,  or 

capable  of  being  so  reduced  in  size,  that  it  can  be 
brought  through  the  vaginal  openiiig,  and  has  no 
attachments  above  the  pelvic  brim. 

(3)  If  the  cervix  can  be  drawn  down  at  least  as  far  as 

the  orifice  of  the  vagina. 


Fig.  107. — Martin's  needles  for  gynascological  work.    Actual  size. 

Indications. — Vaginal  coeliotomy  is  indicated,  when  the  above 
conditions  are  fulfilled,  as  an  alternative  to  abdominal  section 
for  the  following  purposes  : — 

(1)  The  removal  of  myomata  or  ovarian  tumours  of  small 

size. 

(2)  The  evacuation  of  collections  of  pus  in  Douglas'  pouch, 

or  under  the  pelvic  peritoneum. 
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T™"'"       FANNIN.  DUBLIN, 


Fig  lOS.-Eight-angled  pedicle  needle;  blunt,    a.  Left-lianded  needle. 
B.  Eight-handed  needle. 


Pig.  110.— Olshausen's  pedicle  needle.    One-third  scale. 


Fio.  111.— Pean's  hysterectomy  forceps.    One-third  scale.    The  highest  forceps 
is  straight,  the  middle  curved  on  the  side,  the  lowest  curved  on  the  flat. 


Fig.  112. — Fistula  forceps ;  useful  for  holding  peritoneal  flaps,  etc.  About 

one-fourth  scale. 
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(3)  The  drainage  of  collections  of  pus,  or  the  removal  of 

the  appendages  in  cases  of  acute  salpingo-oophoritis, 
when  immediate  operation  is  necessary. 

(4)  Conservative  operations  on  the  ovaries  or  Fallopian 

tubes. 

(5)  The  performance  of  hysteropexy  in  certain  cases. 

(6)  The  performance  of  hysterectomy  in  certain  cases. 
Posterior  colpotomy  is  the  more  suitable  form  of  the  opera- 


Pis.  113. — Doyen's  ovarian  extraction  forceps. 


tion  in  the  case  of  fluid  accumulations  or  inflamed  adherent 
appendages  in  Douglas'  pouch,  or  of  tumours  growing  from  the 
posterior  uterine  wall.  It  is  also  probaby  the  better  form  of 
operation  for  small  ovarian,  cysts. 

Anterior  colpotomy,  on  the  other  hand,  must  be  performed 
when  vaginal  fixation  of  the  uterus  is  required,  and  is  more 
suitable  in  the  case  of  tumours  growing  from  the  anterior  uterine 
wall  or  of  conservative  operations  on  the  ovaries. 


Fig.  114. — Doyen's  anterior  retractor,  or  ecarteur,  for  vaginal  cceliotomy. 

Instruments. — The  following  instruments  are  required  in  all 
cases : — a  suitable  sized  posterior  speculum,  Martin's  or  Doyen's 
[v.  Figs.  104,  105) ;  four  American  forceps  [v.  Fig.  7) ;  needle- 
holder  [v.  Fig.  106);  three  sizes  of  whole-curved  needles  (r.  Fig. 
107);  silk,  silkAvorm  gut,  and  catgut;  pedicle  needles  (r.  Figs. 
108 — 110);  eight  to  twelve  clip  forceps;  three  or  four  long 
narrow-bladed  clamp  forceps,  curved  and  straight  {v.  Fig.  Ill); 
two,  toothed  fistula  forceiDS  (r.  Fig.  112);  sjDecial  ovarian  ex- 
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traction  forceps  {v.  Fig.  113)  ;  two  lateral  vaginal  retractors, 
and  an  anterior  retractor  or  ecarteur  {v.  Fig.  114);  uterme 
sound  -  metal  catheter;  several  pairs  of  scissors,  including  a 
pair  with  blunt  ends,  a  sharp-pointed  pair  with  medium  length 
handles  and  tolerably  stoutly  made,  and  two  pairs  with  long 
handles,  one  straight  the  other  curved  on  the  flat;  any  form 
of  spono'e-holder,  and  a  couple  of  dozen  sterilised  muslm  or 
cotton-wool  sponges;  two  scalpels;  toothed  dissecting  forceps 
(f.  Fig.  115). 

In  addition,  if  there  is  considered  to  be  any  likelihood  of  a 
ventral  coeliotomy  being  also  necessary,  the  instruments  re- 
quired for  it  must  be  at  hand  {v.  page  236) . 

Operation.— Vaginal  coeliotomy  is  most  easily  performed  with 
the  patient  in  a  Schroeder's  gynecological  chair;  but,  if  the 
latter  is  not  at  hand,  a  short  deal  table  will  answer  the  pur- 
pose provided  that  it  is  sufficiently  strong.     If  a  table  is  used. 


Fig.  115.— Mouse-toothed  dissecting  forceps.    Half  scale. 

the  patient  is  kept  in  the  gynsecological  position  by  means  of 
Clover's  crutch,  or  the  legs  are  held  by  assistants. 

Anterior  Colpotomy. — A  posterior  speculum  is  passed,  and  the 
cervix  seized  in  one  or  two  American  forceps  and  drawn 
djQgaiw^Tda--,a£iJb£^^  A  sound  or 

metal  catheter  is  then  passed  into  the  bladder,  and  pushed 
gently  in  the  direction  of  the  cervix  in  order  to  ascertain  how 
far  downwards  the  bladder  extends.  The  mucous  membrane  of 
the  anterior  vaginal  wall  is  seized  in  another  forceps  a  little 
below  the  orifice  of  the  urethra,  and  both  forceps  are  given  to 
an  assistant  to  hold.  By  drawing  the  one  upwards  and  the 
other  downwards,  the  mucous  membrane  between  them  is  made 
tense.  An  incision  is  next  made  iiLili^iSi^^isJii^®^  extending 
from  half  an  inch  below_the  uppeji^J^oi^  t2j!HU2Sl22!!-i^^® 
]2ointLta_Klu£kihe.W  fomid_to,.£Stend  (Macken- 

rodt) .  If,  as  sometimes  happens,  the  bladder  does  not  come  on  to 
the  cervix  at  all,  the  incision  ends  about  half  an  inch  from  the 
tip  of  the  cervix.  Care  must  be  taken  that  the  iiicisipn  goes 
cpmpletely^Uirough  the  thickness  of^  the  mucous,  membrane,  but 


254 


PIIACTICE  OF  GYNiECOLOGY 


no  further.  A  second  incision  is  next  made  agross  the  .cervical 
^llijji-illfi^^i:st,  at_righl^jd:igle^o_and_^  and 
about  three-quarters  of  an  inch  in  length  {v.  Fig.  116). 

The  inucous,_menil^  at  one  side  of  the  vertical  incision  is 
then  caught  in  a  toothed  dissecting  forceps  and  reflegt^gdjout,- 
wird^Jor^a^bout^  oLanJ^ich,  and  similarly 

at  the  other  side.     The  commencement  of  the  reflection  may  be 


Fig.  116. — Anterio/ vaginal  coeliotomy  ;  first  step.    Incision  of  the 
anterior  vaginal  wall. 

made  with  the  sharp  end  of  the  scalpel,  but  as  we  get  further 
out  it  is  best  to  use  the  blunt  end  only.     The  outlines  of.  the 
bladder  are  then  again  defined  by  passing  the  sound  into  it, 
an^  a  transverse^  incision  is  made  thTOUg]i_ths_aj:fiol^^ 
just__bel^wthe  _ce^  [v.  Fig. 

117).  This  incision  should  extend  down  to  but  not  into  the 
cervical  tissue,  as  its  object  is  to  open  the  loose  tissue  that 
lies  between  the  bladder  and  cervix. 
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The  operator  tto  holds  the  lower  bullet  forceps  himself  m 
his  left  hand,  and,  with  the  fore  R,nd  middle  finder  of  his  right 
hand,  imslies  the  i^i^^^pr  p-.ntW  upwards,  at  first  m  the  centi^ 
and  thenat  the  sides.  This  pushing  must  always  be  done  with 
the  pulp  of  the  finger  pressing  upon  the  cervical  tissue  as  by 
so  doing  there  is  not  the  same  direct  pressure  on  the  bladder 
and  the^'risk  of  wounding  its  wall  is  minimised. 


Fig.  117— Anterior  vaginal  coeliotomy ;  second  step.  The  vaginal  mucous 
membrane  has  been  dissected  xip  laterally,  and  the  bladder  exposed. 
B,  Bladder,    u.  Uterus. 

As  soon  as  the  bladder  has  been  pushed  up  off  the  uterus,  the 
next  step  is  to  find  the  line  of  peritoneal  reflection  from  the 
anterior  wall  of  the  uterus  {v.  Fig.  118).  We  can  usually  tell 
when  we  have  got  above  this  fold  by  noting  the  manner  in  which 
the  tissues  at  the  base  of  the  wound  glide  freely  over  the 
uterine  wall,  when  rubbed  by  the  finger.  This  gliding  is, 
of  course,  permitted  by  the  fact  that  two  layers  of  smooth  peri- 
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toneum  are  in  contact.  It  can  be  simulated  by  the  bladder 
walls,  which  will  glide  over  one  another  in  the  same  manner  if 
the  bladder  has  not  been  jDushed  up  out  of  reach.  In  order  to 
distinguish  between  the  two,  it  is  only  necessary  to  pass  a 
catheter  into  the  bladder;  if  it  is  the  bladder  walls  we  are 
rubbing  together,  the  catheter  will  be  felt  under  our  fingers, 


Pig.  lis. — Anterior  vaginal  ccsliotomy;  third  step.  The  bladder  has  been 
pushed  vipwards,  and  the  vesico-uterine  peritoneal  reflection  exposed. 
B.  Bladder,    p.  Peritoneum,    u.  Uterus. 

but,  if  it  is  the  peritoneal  surfaces,  the  catheter  will  lie  above 
the  fingers  in  the  pushed-up  bladder. 

4^.^09S_5!Li^5_E®-^it°£§Hffi  %  recognised,  it^must  be  opened. 
This  can  be  most  easily  done  by  catching  a  {old  oF  it  between 
two  clip  forceps,  and  cutting  between  them  with  a  blunt-pointed 
scissors.  rjj;at»SJie  an^^d  theji  two  fingers  are  passed  _thrpiigh 
the  opening  thus  made,  and^_thejaite]lilicrease^ 
required  exteiit. 
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LiJhiLJnaaiyitx^ol^       the  naxt_ste]D__consis^^ 
,)u^jheJimdus^o^^  as  until  this  is  done  it  will  not 

be  possiblTtolmdnyreachThe  pelvic  contents.  To  accomplish 
this  the  body  of  the  uterus  is  caught  with  an  American  forceps 
in  the  middle  line,  and  as  high  as  can  be  reached,  and  this 
point  drawi  downwards.  Another  forceps  is  then  applied  as 
high  above  the  former  as  possible,  the  forceps  upon  the  cervix 
is'i-emoved,  and  the  c^W-  itself  is  pushed  upAvards.  and_back- 


PiG.  119. — Anterior  vaginal  cceliotomy  ;  foiirtli  step.  Tlie  f^indvis  lias  been 
drawn  down  throiigh  the  opening  in  the  peritoneum.  The  cervix  ha.is 
been  allowed  to  fall  back  into  the  vaginal  vault,    u.  Uterus. 

wa£d^ijnio__thB^  As  a  rule,  bj_diw^vin^^i^^ 

secon^^^Joivceps_thB_jfi^^  be  brought  out^thjwigh^the 

opjgning^jn^JhB^a^ii^^  {v.  Fig.  119),  but,  if  it  does  not 
come  readily,  another  forceps  must  be  applied  above  the  first. 
In  some  cases,  where  the  uterus  is  very  soft,  forceps  thus 
applied  will  tear  out  instead  of  drawing  the  fundus  down.  To 
obviate  this  accident,  which  may  give  rise  to  troublesome 
hiCMuorrhage,  sutures  of  medium-sized  silk  are  inserted  trans- 

17 
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versely  into  the  uterine  tissue.  Each  suture  goes  in  deeply 
enough  to  obtain  a  firm  hold,  and,  as  in  the  case  of  the  forceps, 
they  are  placed  one  above  another  until  one  of  them  is  suffi- 
ciently high  to  draw  the  fundus  out.  The  ends  of  each  suture 
are  knotted  together,  and,  as  soon  as  the  time  has  come  to 
push  the  uterus  back  again  at  the  end  of  the  operation,  they 
are  removed. 

As  sopn_ as  the_tLiadus  has .  been^extracted.  a  general  idea 
of  the  condition  of  the  pelvis  can  be  obtained  by  making  a 
biiaanual  examination  with  one  finger  introduced  through  the 
opening.  The  appendages  can  iiext,  be  drawn^^ut — taking 
each  side  separately — by  hooking  -the  fiiigers  behind  the  tube, 
and  then  drawing  on  the  latter  until  the  ovary  comes  into 
view.  In  some  cases,  by  continuing  the  traction  on  the  tube, 
the  givary  can  be^d^gi^iT^  right  out,  but,  frequently,  if  the  latter 
is  enlarged,  or  if  its  pedicle  is  short,  it  will  be  necessarj^  to 
catch  it  i^  a  forceps.  A  sjjecial  forceps  is  made  for  this 
purpose,  whicb  avoids  undue  pressure  upon  the  ovarj^ 

A^_^oon__j;S___th^_^ 
^vaS-APeJied  been  carried  out,  and  all  the  blood,  etc.,  has 
been  removed  by  means  of  gauze  sponges,  the  next_and  fiqal 
stfip  c(jnsisttS  in.  closing;  th,e_}Deritoneal  and  the  vaginal  openiag. 
If  vaginal  fixation  of  the  uterus  has  been  performed,  the 
fixation  sutures  will  also  close  the  opening  in  the  peritoneum 
{v.  page  376).  If  the  condition  of  affairs  does  not  call  for 
fixation,  the  fundus  is  pushed  back  into  the  peritoneal  cavity, 
a  forceps  reap|)lied  to  the  cervix,  which  is  then  drawn  down, 
and  the  pei'itoneum  closed  by  a  continuous  catgut  suture. 
Last  of  all,  the  vaginal  wound  is  closed,  also  by  a  continuous 
catgut  suture,  which  commences  at  the  urethral  end  of  the 
wound,  and  gradually  travels  to  the  cervical  end.  At  first,  it 
only  includes  the  vaginal  flaps,  but  as  the  level  of  the  cervix  is 
reached  from  which  the  bladder  has  been  stripped,  a  portion 
of  the  cervical  tissue  is  also  included  in  the  stitch.  As  the  end 
of  the  wound  is  reached,  care  must  be  taken  to  suture  it  so 
that  it  will  return  to  its  original  shape.  For  this  reason,  the 
last  few  sutures  will  be  passed  vertically,  and  will  extend 
outwards  to  either  side  of  the  vertical  incision,  in  such  a 
manner  as  to  close  the  transverse  incision  which  was  made  at 
the  commencement  of  the  operation  {v.  Pig.  120). 
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]3ii^ja^jiVmet^^  of  performing  anterior  colpotomy  differs 
fvoxS"^^^^^  that  a  transi|rgynd|i^i  is  made  tliroug-li 
the  vaginal  mucous  membrane,  i^steadofJhe_xei^ 
of  Mackgni-odt.    This  incision,  which  is  situaied^aithejunctwn 
ojli^lSteiiorJornix^^  is  made  from  two  to  four 

centimetres  in  length.    Care  must  he  taken,  when  extending  it 


Fig.  120— Anterior  vaginal  cceliotomy ;  final  step.    The  vaginal  wound 

siitnred. 

laterally,  that  the  ureters  are  not  injured.  The  author  prefers 
Machenrodt's  incision. 

Posterior  Colpotomy. — A  posterior  speculum  is  introduced, 
and  the  cervix  is  seized  in  a  bullet  forceps,  and  drawn  down- 
wards and  forwards.  A  transverse  incision  is  then  made 
through  the  mucous  membrane  just  above  the  :[unction  of_the 
postei-jor_jornix^^  {v-  Fig.  121).    The  %g£i- 

passed  into  this  incision  will  recognise  jJie.  ^fieritoneum  lyneath 
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it  by  noting  the^jnanner  in  which,  the  latter  glides  over  the 
T^erus,  but  care  must  be  taken  to  avoid  pushing  the  peritoneum 
upwards  in  front  of  the  fingers.  A  tol^of__geritongum  is  then 
caug'litjjetweeii  two  clip-f oreejp^^nd  a  small .  Qpening_made 
in  it  witli  aJ^iUl±eBoi£|ed^sci&^  Twq  fifigftvs  .a.rp.  pasK^fl 

through  this  opening,  and^thB_vvwnid^ 

§i]:§iiS£,ji-TZith^tliem  until  it  will  admit  three  or  four  fingers. 


Pig.  121. — Posterior  vaginal  coeliotomy.    The  incision. 

The  pglyj.s  can  then  be  explored  by  the  finger,  ajiid  the 
peildagfiS— draMa3^QW3i_aiid^exa^^        The  wound  is  finally 
closed  by  means   of   a   catgut  suture,  which  includes  both 
mucous  membrane  and  peritoneum. 

Complications. — The  most  likely  complication,  so  far  as  the 
purely  operative  course  of  the  operation  is  concerned,  is  the 
w,gunding^.  qX  the,  bladdQr^^oj.a'ect^^^  The  bladder  may  be 
wounded  during  the  performance  of  an  anterior  colpotomy  by 
the  first  incision,  while  separating  the  bladder  from  the  cervix, 
or  during  the  removal  of  a  tumour.  The  method  of  avoiding 
the  first  two  has  been  mentioned,  the  last  can  best  be  guarded 
against  by  the  use  of  an  anterior  retractor  or  ecarteur  while 
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any  cutting  operation  is  going  on.  The  rectum  can  be  similarly 
wounded  in  the  course  of  a  posterior  colpotomy;  either  durnig 
the  preliminary  incision  or  when  opening  into  the  peritoneal 

cavity.  .  -, 

AfterArmimmt-—-^  InnSSJaiim^LQ^  iodoform,  gauze  is  placed 
in  ^  va^naT^The  catheter  is  to  be  passed  every^sixjoeight 
hours  if  necessary.  The  glug-  may  be  iwoy^dj)nilie.evenm 
of  thfiL-day.  f  ollowin^e^peratign,  and_pairgatixem^ine  may 
be  given  the  same  evening-.  The  date  at  which  the  patient  is 
allowed  up  depends  on  the  nature  of  the  operation  which  has 
been  performed. 
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OPERATIONS  ON  THE  UEETHBA  AND  BLADDER. 

Removal  of  an  Uretliral  Cartmcle — Indications — Instruments — Operation — After- 
treatment.  Excision  of  Prolapsed  Uretlxra — Indications  —  Instruments — 
Operation — After-treatment.  Operations  for  the  Cure  of  Vesico-vaginal 
Fistula — Instruments — Operations  ;  Marion  Sims',  Sanger's,  Rutherford 
Morison's,  Dudley's,  Mackenrodf s,  Trendelenbui-g's  —  After-treatment. 
Vesico-cervical  and  -viterine  Fistulae.  Urethral  and  Ureteral  Pistulae. 
Artificial  Vesico-vaginal  Fistula — Indications — Instruments — Operations — 
After-treatment.  Cystoscopy  —  Indications  —  Instruments  —  Operation — 
After-treatment. 

EEMOYAL  OF  URETHEAL  CARUNCLE. 

The  removal  of  an  uretliral  caruncle  is  an  extremely  simple 
operation. 

Indications. — Removal  is  indicated  in  those  cases  in  AvHch  an 
urethral  caruncle  causes  either  haemorrhage  or  pain. 

Instrtmients. — A  sharp-pointed  scissors ;  two  small  whole- 
curved  needles  ;  needle-holder  ;  toothed  dissecting  forceps  ; 
posterior  speculum  {v.  Pigs.  104 — 107,  and  115). 

Operation. — A  V-shaped  incision  is  made  through  the  vaginal 
mucous  membrane,  in  such  a  manner  as  to  enclose  the  car- 
uncle between  the  limbs  of  the  V,  and  the  orifice  of  the  urethra 
{v.  Fig.  122).  The  caruncle  is  then  seized  in  the  forceps  and 
dissected  out.  Finally,  the  edges  of  the  wound  are  brought 
together  by  fine  silk  or  sjlkworm-gut.sutui'es.  passed  jompletel^ 
bglow ^ t]iG  raw_su£f ace. 

After-treatment. — The  wound  must  be  kept  as  clean  and  dry 
as  possible.  The  sutures  are  to  be  removed  on  the  fourth  or 
fifth  day. 
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EXCISION  OF  PROLAPSED  URETHRA. 

The  excision  of  the  prolapsed  portion  of  mucous  membrane 
in  an  urethrocele  is  also  a  simple  operation. 

Indications.— A  prolapse  of  the  urethral  mucous  membrane 
of  such  a  degree  as  to  cause  interference  with  micturition,  pam, 
and  slight  haemorrhage,  will  require  to  be  excised. 

Instruments.— for  urethral  caruncle  {v.  page  262). 


Fig  122.— Eemoval  of  an  urethral  caruncle,    a.  The  resiiltant  wound  with 
the  sutiu-es  in  situ.    b.  The  caruncle  before  removal. 

Operation. — Make  an  incision  round  the  orifice  of  the 
urethra,  along  the  junction  of  the  urethral  and  vaginal  mucous 
membrane.  With  the  scissors,  dissect  up  the  urethra  fi^om  the 
subjacent  tissue,  until  the  prolapsed  portion  is  isolated.  The 
latter  is  then  cut  off  Avith  scissors,  and  finally  the  urethral 
mucous  membrane  is  sutured  to  the  edge  of  the  surrounding 
vaginal  mucous  membrane  with  a  continuous  suture  of  fine  silk 
or  catgut. 

After-treatment. — The  after-treatment  is  the  same  as  for 
urethral  caruncle. 
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OPERATIONS  FOR  THE  CURE  OF  VESICO-VAGINAL 

FISTULA. 

So  many  operations  have  been  described  from  time  to  time 
for  the  cure  of  vesico-vaginal  fistulas,  that  it  is  impossible  and 
unnecessary  to  describe  them  all.  Accordingly,  only  those 
which  are  in  common  use,  or  which  the  author  considers  to  be 
worthy  of  attention,  will  be  mentioned. 

Instruments. — A  posterior  speculum;  lateral  retractors; 
medium  and  small  whole-curved  needles;  a  needle-holder;  small 
sharp-pointed  scissors  with  rather  long  handles ;  scalpels ;  a 
couple  of  American  forceps ;  toothed  dissecting  forceps  (r.  Figs. 
7,  104  —  107,  and  115). 

Operation. — There  are  three  operations,  any  one  of  which  is 
suitable  for  small  vesico-vaginal  fistulse  : 

(a)  Marion  Sims^  operation. 

(b)  Sanger's  flap-splitting  operation. 

(c)  Rutherford  Morison's  operation. 

(a)  Marion  Sims'  Operation. — Marion  Sims'  operation  is  the 
classical  operation  which  was  universally  adopted  until  com- 
paratively recent  years.  It  is  still  much  used  for  small  fistulee, 
but  the  technique  has  been  considerably  altered.  With  the 
patient  in  the  dorsal  position,  the  fistula  is  exposed  by  means 
of  a  speculum,  and  lateral  retractors  if  necessary.  It  is  then 
drawn  downwards  as  far  as  possible,  by  means  of  an  American 
forceps  on  the  cervix,  or  on  the  vaginal  mucous  membrane  just 
above  its  upper  edge,  as  suits  best.  The  cicatricial  tissue 
surrounding  the  fistula  is  carefully  dissected  away,  if  possible 
in  a  complete  ring,  down  to,  but  not  including,  the  bladder 
mucous  membrane  {v.  Fig.  123).  Finally,  sutures  of  silkworm 
gut  are  passed,  half  a  centimetre  apart,  and  in  a  direction 
at  right  angles  to  the  long  axis  of  the  fistula.  These  sutures 
are  entered  about  three  millimetres  {\  in.)  from  the  edge,  and 
traverse  the  entire  wall  with  the  exception  of  the  bladder 
mucous  membrane.  They  pass  across  the  fistula  to  enter 
the  opposite  wall  just  inside  the  bladder  mucous  membrane, 
and  emerge  at  the  corresponding  point  on  the  vaginal  wall 
to  that  at  which  they  were  entered  (r.  Fig  123,  a).  When 
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the  sutures  are  tied,  any  puckering  of  the  vaginal  mucous 
membrane  between  them  is  adjusted  by  means  of  fine  catgut 

sutures.  .         i  •i.-i 

(b)  Sanger's  Operation. — An  incision  is  made  with  a  Hue 
scalpel  round  the  fistula  at  the  junction  of  the  vaginal  and 
bladder  mucous  membranes.    This  incision  is  extended  trans- 


FiG.  123.* — Marion  Sims'  operation  for  vesico-vaginal  fistula.  The  method 
of  inserting  the  sutures,  b.w.  Bladder  wall.  v.w.  Vaginal  wall.  a.  A 
suture  in  situ. 


versely  at  both  sides  for  about  a  centimetre  {v.  Fig.  124). 
The  vaginal  mucous  membrane  is  then  dissected  off  the  bladder 
wall  for  a  distance  of  about  two  centimetres  above  and  below 

*  In  the  following  diagrams  the  cervix  appears  as  though  drami  oiitsido 
the  vulva  by  a  forceps.  This  is  done  in  order  to  expose  more  fully  the 
anterior  vaginal  wall;  but  natiirally,  in  many  cases,  it  will  be  found  to 
be  impossible  to  draw  it  down  so  far  during  the  operation. 
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the  transverse  incision,  so  that  two  lips — an  upper  and  a  lower 
— are  formed  from  it.  The  sutures  are  passed  in  two  layers. 
The  first  includes  the  bladder  wall  with  the  exception  of  the 
mucous  membrane,  and  is  of  catgut.  The  second,  includes  the 
entire  thickness  of  the  vaginal  mucous  membrane,  and  is  of 
thin  silkworm  gut.  [v.  Figs.  124a,  125), 


Pig.  124. — Sanger's  operation  for  vesico-vaginal  fistula,    a,  h.  The  incision. 
B.  Cavity  of  bladder,    a.  A  superficial  and  a  deep  suture  in  position. 

(c)  Rutherford  Morison's  Operation. — This  operation  is  well 
suited  for  small  fistulse.  The  first  step  consists  in  making  a 
horseshoe-shaped  incision  through  the  vaginal  mucous  mem- 
brane; so  placed,  that  the  ojDen  end  of  the  shoe  is  turned 
towards  the  cervix,  while  the  fistula  lies  at  the  summit  of  the 
convexity  {v.  Fig.  126).  The  portion  of  mucous  membrane 
thus  marked  out  is  dissected  up,  until  it  is  only  attached  to  the 


OPEEATIONS  FOR  CURE  OF  VESTCO-VAGINAL  FISTULiE  267 

vao-ina  at  the  open  end  of  the  shoe,  and  its  edges  are  trimmed 
round  so  as  to  remove  the  former  vaginal  orifice  of  the  fistula. 
Next,  the  edges  of  the  fistula  in  the  bladder  wall  are  pared, 
and  the  opening  closed  by  catgut  sutures  as  in  Sanger's  opera- 
tion {v.  Fig.  127).  Finally,  the  vaginal  flap  is  sutured  m  its 
former  position  with  silkworm-gut  sutures  {v.  Fig.  128).  By 


Fig.  125.— Sanger's  operation  for  vesico-vaginal  fistula.  The  vaginal  imicous 
membrane  has  been  reflected  np  and  down,  and  the  sutures  inserted. 
B.w.  Bladder  wall.    b.  Cavity  of  bladder. 

this  means,  the  opening  in  the  bladder  wall  is  covered  by  an 
unbroken  layer  of  the  vaginal  mucous  membrane. 

The  radical  cure  of  large  vesico-vaginal  fistulse  is  usually  a 
matter  of  very  great  difficulty,  owing  to  the  cicatricial  contrac- 
tion and  distortion  of  the  parts  by  which  they  are  usually 
accompanied.    To  give  an  instance  of  the  difficulties  of  opera- 
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tion,  it  may  be  mentioned  that  Dudlej^  succeeded  in  curing 
a  patient  after  a  series  of  nineteen  operations  spread  over  a 
period  of  five  years. 

For  large  vesico-vaginal  fistula),  two  operations  have  been 
designed  and  successfully  carried  out : — 


Fig.  126. 


Fig.  126. — Eutherford  Morison's  operation  for  vesico-vaginal  fistula.  The 

incision,    b.  The  fistiila.    r.  The  flap. 
Fig.  127. — Eutherford  Morison's  operation  for  vesico-vaginal  fistula.  The 

horseshoe-shaped  flap  of  niucou.s  membrane  has  been  reflected  downwards. 

The  sutures  in  the  bladder  wall  ai-e  shown,    f.  The  shortened  flap.  a. 

The  portion  to  be  removed. 

(a)  Dudley's  operation. 

(b)  Mackenrodt's  operation. 

(a)  Dudley's  Operation. — Dudley's  operation  consists  in  de- 
nuding the  edge  of  the  lower  half  of  the  fistula,  and  then 
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connecting  the  ends  of  this  denuded  edge  by  a  strip,  from 
which  the  mucous  membrane  has  also  been  removed,  running 
across  the  fundus  of  the  bladder.  This  strip  is  about  a  centi- 
metre in  width,  and  lies  at  a  distance  of  an  inch  from  the 
superior  or  undenuded  edge  of  the  fistula  {v.  Fig.  129).  By 
means  of  interrupted  silkworm-gut  sutures,  the  denuded  edge 


Pig.  128.— Rutherford  Morison's  operation  for  vesico-vagmal  fistula.    The  flap 
has  been  drawn  back  into  position  and  the  sutures  inserted. 

is  then  sutured  to  this  strip.  The  result  is  that  the  portion 
of  bladder  wall  which  lay  between  the  strip  and  the  unde- 
nuded edge  of  the  fistula  is  turned  outwards  into  the  vagina 
and  forms  a  portion  of  the  vesico-vaginal  septum,  while  the 
bladder  itself  is  correspondingly  reduced  in  size  {v.  Fig.  130). 

(b)  Mackenrodt's  Operation. — Mackenrodt's  operation  is  briefly 
a.s  follows  : — An  incision  is  made  down  to  the  bladder  wall  in 
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the  middle  line  of  the  anterior  vaginal  wall.  It  crosses  the 
fistula,  and  extends  from  a  little  below  the  cervico-vaginal 


Fig.  129. — Dudley's  operation  for  vesico-vaginal  fistula.  Showing  the  de- 
nudation of  the  lower  half  of  the  edge  of  the  fistula,  and  of  a  strip 
rvuming  across  the  fundus  of  the  bladder.  The  sutiu-es  are  also  shoT\Ti 
in  situ. 

junction  to  a  little  above  the  orifice  of  the  urethra  [v.  Fig. 
J  31).     The  edges  of  the  fistula  are  then  split,  and  with  the 


Fig.  130.  Dudley's  operation  for  vesico-vaginal  fistula.    The  sutiu-es  are  tied. 

Note  the  diminution  in  size  of  the  bladder  and  the  manner  in  which 
a  portion  of  the  bladder  wall  is  turned  outwards  into  the  vagina. 

handle  of  the  scalpel  the  vaginal  wall  is  separated  from  the 
bladder  all  round  (v.  Fig.  132).     This  separation  extends  up 
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to  tlie  vesico-uterine  peritoneum  (r.  Fig.  134).  The  bladder 
walls  thus  set  free  are  pulled  together  and  sutured,  after 
first  removing  the  scar-tissue  round  the  edges  of  the  open- 
ing. Finally,  the  vaginal  wound  is  closed  by  drawing  its 
eda-es  too-ether  with  sutures,  or,  if  that  is  impossible  owing 
Fig.  131.  Fm.  132. 


Fm.  131.— Mackenrodt's  operation  for  vesico-vaginal  fistula,  a,  h.  The  incision. 
B.  The  bladder. 

Fig.  132.— Mackenrodt's  operation  for  vesico-vaginal  fistula.  The  vaginal 
walls  have  been  separated  in  aU  directions  (compare  mth  Fig.  133). 
B.w.  Bladder  wall.    u.  Cervix. 


to  the  loss  of  tissue,  by  suturing  the  body  of  the  uterus  into 
the  opening. 

Trendelenburg's  Operation. — In  cases  in  which  the  fistula  cannot 
be  brought  down  sufficiently  close  to  the  vulva  to  afford  access 
to  it,  owing  to  the  amount  of  cicatincial  tissue,  Trendelenburg 
recommends  the  following  operation  : — An  opening  is  made 
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Fia.  134. — Mackenrodt's  oijeration  for  vesico-vaginal  fistula.  The  sutwros^  in 
situ.  The  black  sutures  are  in  the  bladder  wall,  the  white  are  drawing 
together  the  vaginal  flaps.    (Compare  with  Fig.  135.) 
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supra-pubically  into  the  bladder  through  a  transverse  incision 
slightly  above  the  symphysis.  The  vesical  aspect  of  the  fistula 
is  thus  exposed,  the  edges  are  pared,  and  the  necessary  sutures 
are  passed  by  means  of  two  needles,  so  that  the  ends  project  into 
the  vagina.  These  sutures  are  then  tied  from  the  vagina,  and 
the  openings  in  the  anterior  bladder  wall  and  in  the  abdominal 
wall  are  closed.  It  may  be  advisable  to  leave  a  drainage-tube 
in  the  supra-pubic  opening  for  a  few  days,  and  to  oblige  the 
patient  to  lie  in  a  semi-prone  position  so  that  the  urine  may 


t'la.  135. — Mackem-odt's  operation  for  vesico-vaginal  fistula.    This  represents 
in  sagittal  section  the  same  stage  of  the  operation  as  Pig.  134. 

escape  freely  and  not  come  into  contact  with  the  vaginal 
fistula. 

After-treatment. — The  vagina  is  lightly  plugged  with  iodoform 
gauze,  which  is  removed  the  next  day.  A  catheter  must  be 
passed  every  three  hours  for  the  first'  three  or  four  days,  but  it 
is  not  advisable  to  leave  one  in  permanently  on  account  of  the 
danger  of  cystitis.  The  sutures  are  removed  on  the  'tenth 
day. 

VESICO-CERVICAL  AND  VESIOO-UTEEINE  FISTULA. 

Vesico-cervical  and  -uterine  fistula3  can  be  operated  on  either 
through  the  vagina,  or  through  a  supra-pubic  opening.  In 
the  former  case,  the  bladder  is  separated  from  the  uterus,  and 

18 
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tho  operation  voseinbles  Mackenrodt's  operation  for  vesico- 
vaginal fistula)  which  has  been  just  described.  In  the  latter 
case,  the  operation  is  similar  to  that  for  vesico-vaginal  fistulaj 
described  by  Trendelenburg. 

In  some  cases,  these  fistulfe  have  been  operated  on  through 
the  usual  mesial  incision  made  in  abdominal  coeliotomy,  the 
fistula  being  reached  by  opening  the  peritoneum  at  the  base  of 
the  vesico-uterine  cul-de-sac  (Bardenheuer  and  Dittel). 

URETHRAL  AND  URETERAL  FISTULA. 

Urethral  and  ureteral  fistulas  require  for  their  cure  so  very 
many  different  forms  of  operations,  according  to  the  nature  of 
each  individual  case,  that  it  would  not  be  j)0ssible  to  enter  into 
them  in  a  book  of  this  size.  The  reader  is  accordinglj*  referred 
to  the  large  text-books  for  the  necessary  information. 

ARTIFICIAL  AT'ESICO-YAGINAL  FISTULA. 

Artificial  vesico-vaginal  fistula  is  the  term  applied  to  the 
operation  for  making  a  communication  between  the  bladder 
and  the  vagina. 

Indication, — The  only  condition  which  calls  for  such  an 
operation  is  severe  chronic  cystitis,  which  cannot  be  cured  by 
any  other  line  of  treatment. 

Instruments. — A  metal  catheter  ;  scalpel ;  toothed  forceps  ; 
small  curved  needles ;  needle-holder ;  and  a  posterior  speculum 
{v.  Figs.  104—107,  and  115). 

Oj^eration. — A  posterior  speculum  is  introduced  into  the 
Vagina  and  the  anterior  vaginal  wall  exposed.  A  metal 
catheter  is  passed  into  the  bladder,  and  pushed  against  the 
posterior  bladder  wall  in  such  a  manner  as  to  cause  a  promi- 
nence on  the  anterior  vaginal  wall  in  the  middle  line.  By 
cutting  on  to  the  tip  of  the  catheter,  an  opening  of  about  three- 
quarters  of  an  inch  in  length  is  made  into  the  bladder.  Three 
or  four  sutures  are  then  passed  through  both  vaginal  and 
bladder  wall  just  inside  the  cut  edges  of  the  opening,  in  such 
a  manner  that  when  tied  they  will  bring  the  vaginal  and 
bladder  mucous  membrane  into  contact.  By  this  means,  the 
subsequent  closing  of  the  opening  is  prevented. 
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After-treatment— A  liglit  plug  of  gauze  is  placed  in  the 
vagina,  one  end  of  which  projects  slightly  through  the  opening. 
This  plug  must  be  removed  in  four  or  five  hours,  6n  account  of 
urinary  decomposition.    The  sutures  may  be  removed  in  a  week. 

CYSTOSCOPY. 

Cystoscopy  {Kvanq,  the  bladder;  (tkottcw,  T  see)  is  the  term 
applied  to  the  yisnal  examination  of  the  badder. 

Indications. — The  exploration  of  the  bladder  with  the  fi.nger, 
or  the  direct  examination  of  its  walls  by  means  of  a  cystoscope, 
is  indicated  under  the  following  circumstances  : — 

(1)  In  cases  of  persistent  chronic  cystitis,  which  resists 

treatment,  with  the  object  of  ascertaining  if  there  is 
any  removable  cause  for  the  condition. 

(2)  In  cases  of  suspected  disease  of  one  kidney,  with 

the  object  of  establishing  a  diagnosis,  and  of  deter- 
mining which  kidney  is  diseased. 
Instruments. — The  following  instruments  and  apparatus  are 
required  (Kelly)  : — 

(1)  A  set  of  graduated  metal  dilators  made  on  the 
principle  of  Hegar's  dilators,  and  ranging  from  No. 
5  to  No.  14  {v.  Fig.  136).    The  numbers  correspond 


Fig.  136. — Kelly's  urethral  dilator. 


to  the  diameter  of  the  instrument  in  millimetres. 
A  single  conical  urethral  calibrator  or  dilator  (Kelly) 
may  be  used  instead  {v.  Fig.  137). 

(2)  A  set  of  vesical  specula  also  ranging  in  size  from 

No.  5  to  No.  ,14  {v.  Fig.  137). 

(3)  A  long   mouse-toothed   forceps,   an   applicator,  an 

ureteral  searcher  {v.  Figs.  137,  138),  and  an  evacu- 
ator  for  keeping  the  bladder  empty. 

(4)  Some    form   of   illuminant,   which    must    be  fairly 

strong  and  portable.    If  the  necessary  current  can 
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be  obtained,  a  sixteen  candle-power  incandescent 
lamp  is  most  suitable. 
(5)  A  laryngeal  mirror,  with  a  head  band. 
Operation. — The  most  satisfactory  and  the  most  easily  worked 
fojm  of  cystoscope  is  that  used  by  Kelly,  as  described  above. 


Fig.  137. — KeUjr's  vesical  speculum,  conical  iiretliral  calibrator,  and 

tireteral  searcher. 


In  order  to  get  good  results  with  it,  three  points  must  be 
attended  to  : — 

(1)  There  must  be  a  good  illuminant,  capable  of  being  so 
adjusted  that  its  rays  can  be  thrown  through  the  speculum  into 
the  bladder. 

(2)  The  bladder  must  be  distended  to  the  full,  or  very  nearly 
to  the  full,  by  atmospheric  pressure. 


Fig.  138. — Kelly's  mouse-tootlied  forceps  for  use  through  the  speculum,  and 

an  ureteral  catheter. 

(3)  The  bladder  must  be  kept  free  from  urine. 

As  has  been  said,  a  sixteen  candle-power  incandescent  lamp 
furnishes  the  most  suitable  light.  The  necessary  ballooning  of 
the  bladder  can  be  obtained  by  placing  the  patient  in  such 
a  position  that  the  intestines  gravitate  toward  the  diaphragm. 
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so  causing  a  diminution  in  the  intra-abdominal  pressure.  For 
this  purpose  there  are  two  suitable  positions,  the  knee-breast 
position,  and  the  elevated  dorsal  position.  The  latter  is  the 
least  tiring  for  the  patient,  and  is  also  the  position  in  which  an 
ant-esthetic  can  be  most  easily  given.  It  is  not,  however,  of 
much  value  in  stout  patients  with  strong  abdominal  walls,  as  it 
does  not  furnish  a  sufficient  difference  in  level  to  make  the 
intestines  fall  well  down  towards  the  diaphragm.  For  such 
cases  the  knee-chest  position  is  the  more  suitable.  If  an 
antesthetic  is  given,  "  the  best  way  to  hold  the  patient  in  the 
knee-breast  position  is  for  two  assistants  to  stand,  one  at  each 
side,  close  up  to  the  body  to  prevent  it  from  falling  sideways, 
each  grasping  the  body  with  one  arm  thrown  over  the  back, 
and  holding  the  leg  in  the  crotch  of  the  knee  with  the  other 
hand  to  keep  it  (the  leg)  from  slipping  up  or  down''  (Kelly). 
The  urine  which  collects  in  the  bladder  can  be  removed  from 
time  to  time  by  the  use  of  the  evacuator,  or  by  means  of 
pledgets  of  cotton  wool  introduced  by  means  of  the  long-toothed 
forceps. 

To  examine  the  bladder,  the  patient  is  placed  in  whichever 
position  is  considered  most  suitable,  and  under  an  anesthetic  if 
possible.  The  urethra  is  then  dilated  by  introducing  successive 
sizes  of  the  urethral  dilators,  or  by  gently  introducing  the 
conical  dilator  until  the  necessary  size  is  obtained.  As  a  rule 
up  to  No.  12  or  14  will  be  quite  sufficient,  and  if  the  dilatation 
is  carried  beyond  this  there  is  a  danger  of  causing  permanent 
paresis  of  the  sphincter  vesicte.  The  speculum  corresponding 
in  size  to  the  dilator  which  has  been  last  used  is  then  introduced, 
and  as  soon  as  the  obturator  which  fills  its  orifice  is  removed, 
air  rushes  in  and  the  bladder  expands.  By  means  of  the 
laryngeal  mirror — fixed  on  the  forehead  of  the  examiner — the 
rays,  of  whatever  source  of  illumination  is  used,  are  thrown 
down  the  speculvim,  and  the  portion  of  bladder  wall  immediately 
opposite  the  mouth  of  the  latter  is  examined.  By  moving  the 
speculum  about,  the  entire  interior  of  the  bladder  can  be  thus 
seen.  The  orifice  of  the  ureters  are  seen  as  fine  transverse  lines 
about  two  millimetres  long,  situated  on  the  side  of  a  little  pinkish 
prominence — the  mons  ureteris — which  marks  the  site  at  which 
each  ureter  opens  into  the  bladder  (Kelly). 

If,  as  frequently  happens,  a  slight  laceration  of  the  urethral 
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orifice  occurs  during  examination,  it  must  be  closed  Ly  a  couple 
of  fine  silk  or  catgut  sutures. 

After-treatment. — No  special  after-treatment  is  necessary. 
Tlie  patient  should  remain  quietly  in  bed  for  a  day  or  two. 
There  may  be  slight  urinary  incontinence  lasting  for  twenty- 
four  or  forty-eight  hours,  but  it  will  soon  pass  oif  if  too  great 
a  degree  of  dilatation  has  not  been  carried  out.  If  any  sutures 
have  been  introduced,  they  may  be  removed  on  the  fifth  day. 


GHAPTEE  XIX. 


OPERATIONS  ON  THE  VULVA,  PERINEUM,  AND  VAGINA. 

Operations  on  the  Vtilva  :  Ampvitation  of  the  Clitoris— Indications— Instru- 
ments —  Operation  —  After-treatment :  Removal  of  Bartholin's  Gland- 
Indications— Instruments— Operation  :  Solid  Tumours  of  the  Labium : 
Imperforate  hymen— Operation,  Operations  on  the  Perinseum  and  Vagina  : 
Perinteorrhaphy  and  Colpo-perinajorrhaphy — Indications — Instruments — 
Operations;  Incomplete  Perineeon-haphy  and  Colpo-perinajorrhaphy ; 
Lawson  Tait's,  Kelly's,  Martin's,  Hegar's— Complete  Perinseon-haphy  and 
Colpo-perinseorrhaphy ;  Lawson  Tait's,  Hegar's  —  Complications  —  After- 
treatment  —  Operations  —  Complications  —  After-treatment :  Anterior  Col- 
porrhaphy— Indications— Instruments— Operation—  Complications— After- 
treatment:  Colpocleisis  —  Indications  —  Operation :  Removal  of  Vaginal 
Cysts  :  Atresia  of  the  Vagina — Operation. 

OPBEATIONS  ON  THE  VULVA. 

Amputation  op  the  Clitoeis. — Amputation  of  the  clitoris  is 
indicated  in  : — 

(1)  Malignant  disease — carcinoma. 

(2)  Elephantiasis. 

Instruments. — A  scalpel ;  half  a  dozen  clip  forceps  ;  a 
toothed  dissecting-  forceps  ;  scissors  with  sharp  points  ;  small  and 
medium  whole-curve  needles ;  and  a  needle-holder  {v.  Figs. 
106,  107,  115). 

Operation. — The  diseased  area  is  marked  out  by  means  of  an 
incision  through  the  skin.  If  the  case  is  one  of  malignant 
disease,  as  much  of  the  surrounding  tissue  as  possible,  com- 
patible with  the  subsequent  bringing  together  of  the  skin  edges, 
is  removed.  The  growth  is  then  seized  in  the  forceps,  pulled 
outwards,  and  detached  from  its  base  either  by  tearing  through 
the  .soft  tissue  with  the  handle  of  the  scalpel,  or  by  dividing  it 
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with  the  scissors.  Any  large  vessels  whicli  are  cut  must  be 
tied  or  twisted  in  an  artery  forceps  j  as  a  rule,  however,  all 
bleeding  will  cease  as  soon  as  the  sutures  are  tied.  These  are 
passed  from  left  to  right  beneath  the  cut  surface,  and  when 
tied  should  bring  the  skin  edges  into  apposition.  If  they  do 
not  do  so,  intermediate  superficial  sutures  are  inserted  as  well. 
Silkworm  gut  is  the  best  material  for  all  sutures.  If,  owing  to 
the  very  extensive  nature  of  the  growth,  it  is  found  to  be 
impossible  to  bring  the  edges  together,  it  may  be  necessary  to 
leave  the  wound  to  granulate.  In  such  a  case,  if  there  is 
excessive  oozing  from  the  raw  surface,  it  may  be  checked  by 
touching  the  surface  gently  with  a  Paquelin's  cautery  at  a  dull 
red  heat.  In  this  operation  and  in  similar  operations,  the 
amount  of  hfemorrhage  may  be  very  much  lessened  by  in- 
jecting subcutaneously  in  several  places  round  the  growth, 
and  prior  to  the  operation,  a  couple  of  minims  of  a  one 
in  3000  solution  of  adrenalin.  Also  during  the  operation 
the  solution  may  be  again  applied  to  the  cut  surfaces  with 
a  little  sponge  of  cotton  wool. 

After-treatment. — The  wound  is  powdered  with  boracic  acid, 
or  other  antiseptic,  and  is  kept  clean  and  d-vj.  The  sutures 
may  be  removed  on  the  eighth  day. 

Eemoval  op  Baetholin's  Gtland. — Eemoval  of  Bartholin's 
gland  is  required  : — 

(!)  If  it  becomes  cystic. 

(2)  If  an  abscess  forms  in  it  which  is  not  cured  by  incision 
and  drainage. 

Instrii^ments. — The  instruments  required  are  the  same  as  those 
used  for  amputation  of  the  clitoris  [v.  page  279). 

Operation. — An  incision  is  made  through  the  skin  over  the 
most  prominent  part  of  the  cyst,  and  parallel  to  the  labium. 
With  the  handle  of  the  scalpel  the  cyst  is  then  detached  fi-om 
the  surrounding  tissue,  if  possible  without  rupturing  it.  As 
soon  as  it  has  been  freed  all  round  its  margins,  it  can  be  drawn 
outwards  by  seizing  it  in  the  fingers  or  in  the  dissecting  forceps. 
Ifs  attachments  at  the  base  are  thus  exposed,  and  form  a  kind 
of  pedicle.  This  pedicle  is  ligated  and  divided,  and  the  cyst 
removed.  The  cavity  left  by  its  removal  is  closed — if  not  too 
large — by  silkworm-gut  sutures,  passed  transversely,  and  going 
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completely  below  its  base.  If  it  is  of  considerable  size,  it  must 
be  closed  by  successive  layers  of  buried  catgut  sutures. 

If  we  have  to  deal  with  an  abscess  and  not  with  a  cyst,  it 
is  sometimes  best  to  scrape  out  the  gland  with  a  sharp  curette, 
instead  of  dissecting  it  out,  and  then  to  plug  the  resultant  cavity 
with  iodoform  gauze.  This  gauze  is  removed  and  fresh  gauze 
introduced  daily,  or  every  second  day,  until  the  cavity  is 
obliterated.  If  sutures  are  used,  they  may  be  removed  on  the 
eighth  day.  ' 

Solid  Tumours  of  the  Labium. — Solid  tumours  of  the 
labium,  if  pedunculated,  are  very  easily  removed.  Sessile 
tumours  must  be  excised  in  whatever  way  will  leave  the  least 
deformity,  and  enable  the  edges  of  the  skin  to  be  brought  to- 
gether by  sutures  so  as  to  completely  cover  the  Avound  surface. 

Impeepohatb  Hymen. — The  operation  for  the  relief  and  cure 
of  an  im|)erf orate  hymen  is  of  extreme  simplicity.  It  is  how- 
ever not  always  free  fi'om  danger,  on  account  of  the  liability  of 
the  retained  menstrual  products  to  decompose  when  air  gains 
access  to  them. 

Oj)eration. — As  a  rule,  the  operation  must  be  done  in  tAvo 
stages.  The  first  stage  consists  in  making  a  small  opening 
with  a  scalpel  through  the  obstructing  membrane  sufficiently 
large  for  the  fluid  to  be  able  to  escape.  This  opening  is  care- 
fully c'overed  with  a  large  pad  of  antiseptic  cotton  wool,  in 
order  that  all  discharge  may  be  absorbed  as  it  comes  away. 
The  cotton  wool  is  changed,  and  the  patient  carefully  Avashed, 
every  few  hours.  As  soon  as  all  the  discharge  has  escaped, 
the  opening  in  the  hymen  is  enlarged  by  making  a  crucial 
incision  in  it;  and  the  vagina  and  uterus  —  if  the  latter  has 
shared  in  the  dilatation — are  douched  out  thoroughly,  and 
plugged  with  iodoform  gauze.  This  plug  is  removed  in  twenty- 
four  hours. 

OPERATIONS  ON"  THE  PERINEUM  AND  VAGINA. 

Perin^grrhai^iy  and  Co.LPO-PERiNii<:oRRHAPHY. — By  the  term 
perinseorrhaphy  (7r£()£]'«tov,  the  surrounding  district;  pa^n,  a 
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seam)  is  meant  the  sutui-ing  of  a  ruptured  perineum  with  the 
object  of  restoring  it  to  its  original  condition. 

By  the  term  colpo-perinfeorrhaphy  {koXttoQj  the  vagina ; 
TTep'ivcuov  ;  pa.^r\,  a  seam)  is  meant  the  narrowing  of  the  vagina 
by  the  removal  of  a  portion  of  the  mucous  membrane  of  the 
posterior  vaginal  wall^  and  at  the  same  time  the  re-forming  of 
the  perineeum. 

Indications. — Immediate  perinEeorrhaphy  is  indicated  in  all 
cases  in  which  the  so-called  inevitable  laceration  of  labour,  in- 
volving the  posterior  fourchette,  passes  that  limit  and  invades 
the  perin89um  proper. 

Perinteorrhaphy  for  chronic  laceration  is  indicated  under  the 
following  conditions  : — 

(1)  If  the  laceration  extends  into  the  rectum,  that  is  if  it 
is  "  complete." 


Fig.  139. — Lawson  Tait's  perinasorrbaphy  scissors. 


(2)  If  the  laceration  tends  to  cause  extreme  gaping  of 

the  vulva,  or  to  favour  prolapse  of  the  vaginal  walls 
or  uterus. 

(3)  If  the  laceration  prevents  the  retention  of  a  suitably 

sized  pessary,  in  cases  where  such  must  be  worn. 

The  main  indication  for  colpo-perinteorrhaphy  is  the  existence 
of  a  lacerated  perineeum  accompanied  by  a  degree  of  rectocele 
that  cannot  be  remedied  by  wearing  a  suitable  pessary. 

Instruments. — A  pair  of  sharp-pointed  scissors  with  the 
blades  inclined  laterally  at  an  angle  of  a  right  angle  and  a 
half  to  the  handles  {v.  Fig.  139);  three  or  four  pairs  of 
American  forceps;  two  or  three  clip-forceps;  large  and 
medium  whole-curved  needles;  a  needle-holder;  silkworm- 
gut  and  catgut  sutures;  and  a  toothed  forceps  [v.  Figs.  7, 
106,  107,  115). 
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Operations. — The  operations  for  the  repair  of  the  perinseum, 
either  with  or  without  an  accompanying  rectocele,  fall  into  two 
groups  according  as  the  perinjeal  laceration  is  incomplete  or 
complete. 

I,  Incomplete  perinfBorrhaphy  and  colpo-perinteorrhaphy. 
II.  Complete  perinjeorrhaphy  and  colpo-perinajorrhaphy. 

I.  Incomplete  PERiNiEOEEHAPHT  and  CoLPO-PERmJ50RRHAPHy. — 
Under  this  heading  we  shall  describe  one  operation  for  the 
cure  of  perinteal  laceration  alone,  and  three  operations  for  the 
repair  of  perineal  laceration  accompanied  by  a  rectocele. 

(a)  Lawson  Tait's  Incomplete  Perinaeorrhaphy. — The  character- 
istic feature  of  this  method  of  repairing  perinEeal  lacerations  is 
that  no  tissue  is  removed.     It  is  performed  as  follows  : — 

Separate  the  labia  and  look  ^f  or  the  outlines  of  the  laceration. 
These  outlines,  which  show  the  extent  of  repair  necessary,  mil 
as  a  rule  be  found  to  enclose  a  crescentic  area  of  cicatricial 
tissue,  whose  horns  point  forwards  and  end  in  the  lateral  por- 
tions of  the  remains  of  the  hymen  at  the  junction  of  skin  and 
mucous  membrane  (r.  Fig.  140,  a,  b,  c').  At  each  of  the  points 
A  and  B  the  skin  is  seized  in  an  American  forceps,  so  marking 
out  the  anterior  limits  of  the  new  peringeum.  A  third  forceps  is 
applied  to  the  perinasal  skin  in  the  middle  line  just  behind  the 
posterior  limits  of  the  tear.  The  two  anterior  forceps  are  held 
by  an  assistant  in  such  a  manner  as  to  separate  the  parts,  the 
third  is  allowed  to  hang  down,  and  by  its  weight  keeps  the  skin 
tense.  The  point  of  the  scissors  is  now  passed  firmly  through  the 
skin  just  in  front  of  the  posterior  forceps,  i.  e.  at  the  junction  of 
what  was  once  the  raw  surface  of  the  laceration  and  the  peiinaeal 
skin,  and  pushed  upwards  through  the  subjacent  tissues  for 
about  half  an  inch,  keeping  parallel  to  the  rectum.  The  points 
of  the  scissors  are  then  turned  outwards  in  the  direction  of  the 
forceps  on  the  operator's  right  side,  and  pushed  on  until  they  are 
just  behind  that  forceps.  Then,  by  closing  the  scissors  the  parts 
are  divided  at  a  single  cut  up  to  the  forceps,  care  being  taken 
that  the  skin  is  incised  exactly  along  the  lower  margin  of  the 
crescentic  area  mentioned  above  (Fig.  140,  c,  b).  The  scissors 
are  then  turned  to  the  opposite  side,  and  a  similar  incision  made 

ere  (Fig.  140,  c,  a).  If  the  case  is  one  suitable  for  Lawson 
Tait's  operation,    e.  if  there  is  no  great  tendency  to  the  forma- 
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tion  of  a  rectocele  but  rather  a  lack  of  mucous  membrane,  tbe 
vaginal  wall  will  retract  upwards  and  a  raw  surface  be  left 
whicli  more  or  less  corresponds  with  the  original  outlines  of 
the  laceration  {v.  Fig.  141,  A,  c',  13,  c).  The  lower  portion  of 
the  vaginal  mucous  membrane  is  then  caught  at  c'  in  a  forceps 
and  drawn  gently  forwards,  in  such  a  manner  that,  when  the 


Fig.  140.— Lawson  Tait's  incomplete  perinasorrhapliy.  The  area  a,  b,  c'  repre- 
sents the  crescentic  area  of  the  original  laceration.  _d.  The  normal  vaginal 
mucous  membrane.    The  heavy  line  marks  the  incision. 

sutures  are  inserted  and  tied,  it  will  be  situated  at  the  anterior 
edge  of  the  new  perinteum.  If  the  incisions  were  not  made  of 
sufficient  depth  in  the  first  instance  to  permit  this  to  be  done, 
their  depth  may  be  increased  with  the  scissors. 

The  next  step  consists  in  the  insertion  of  the  sutures.  They 
are  passed  from  side  to  side,  commencing  with  the  most  posterior, 
and  in  such  a  manner  that,  Avhile  they  take  a  firm  hold  of  the 
lateral  portions  of  the  raw  surface^  they  only  include  a  small 
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portion  of  the  base.  'J'lie  most  posterior  suture  is  first  passed 
with  a  medium  needle.  It  enters  the  sldn  slightly  to  one  side 
of  the  middle  line,  passes  into  the  thickness  of  the  external 
sphincter,  if  the  laceration  involves  the  latter,  and  emerges  at  the 
corresponding  point  at  the  opposite  side.  The  next  suture  is 
inserted  half  an  inch  further  forwards,  passes  deeply  into  the 


Pig.  141. — Lawson  Tait's  incomplete  perinseorrhapliy.  The  result  of  the  incision. 
The  posterior  vaginal  wall  has  retracted  upwards  leaving  a  crescentic 
denuded  area,  a,  c',  b,  c,  almost  similar  in  size  and  shape  to  the  cicatricial 
area,  a,  b,  c'. 

lateral  portion  of  the  wound,  includes  a  little  of  the  base,  again 
passes  deeply  into  the  opposite  lateral  surface,  and  so  out.  The 
third,  which  is  usually  the  last  suture,  is  inserted  another  half 
inch  further  forwards,  takes  a  firm  hold  of  the  sides,  and  travels 
lightly  through  the  flap  in  such  a  manner  as  to  keep  it  in  the 
desired  position.  By  this  means,  no  raw  surface  is  left  and  the 
wound  heals  rapidly.    The  accompanying  drawings  show  better 
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than  words  the  manner  in  which  the  sutures  are  passed 
{v.  Fig-.  142). 

This  method  of  dealing  with  the  vaginal  flap  is  not  identical 
with  the  method  described  by  Lawson  Tait.  He  does  not  draw 
the  flap  forwards,  as  recommended  above,  but  rather  allows  it 
to  remain  in  the  position  into  which  it  retracts  of  its  own 
accord.     The  sutures  are  entered  just  within  the  skin  edge  and 


Fia  142 -Lawson  Tait's  incomplete  perinffiorrhaphy     The  posterior  vaginal 
waU  is  drawn  forwards  by  a  forceps,  and  the  sutures  are  m  situ. 

do  not  include  the  flap  (f.  Fig.  143,  a).  It  seems  as  if  this 
method  would  result  in  the  formation  of  a  long  skm  perm^um, 
above  which  there  would  be  a  regular  pocket,  while  the  other 
mode  of  suturing  by  drawing  the  flap  forwards  restores  the 
original  outline  of  the  posterior  vaginal  wall.  ^  .    ,  , 

If  there  is  much  redundant  skin,  but  yet  not  sufficient  to 
warrant  the  performance  of  a  colpo-perineeorrhaphy,  the  follow- 
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ing  slight  diiference  is  made  in  our  procedure.  After  the 
incision  has  been  made,  as  described  above,  the  depth  of  the 
Avound  is  increased  by  pushing  upwards  with  the  finger  in  the 
recto-vaginal  fossa  in  such  a  manner  as  to  peel  the  vaginal 
flap  of  the  rectum.  The  vaginal  flap  is  then  drawn  down- 
wards, and  as  much  of  it  as  is  considered  necessary  is  cut  off. 
In  doing  this,  care  must  be  taken  not  to  remove  more  than  will 
allow  the  anterior  edge  of  the  flap  to  be  subsequently  drawn 


B 


Fig.  143. — a.  Lawson  Tait's  method  of  inserting  the  sutures  in  incomplete 
perineeorrhaphy.  b.  Lawson  Tait's  method  of  inserting  the  antui'es  in 
complete  perinseorrhaphy  (McKay). 

forwards  to  form  the  anter-ior  edge  of  the  perinEeum,  and  to 
preserve  its  original  outline. 

(b)  Martin's  Colpo-perinseorrhaphy. — The  general  plan  of 
Martin's  operation  is  somewhat  similar  to  that  of  Kelly's,  and 
will  be  seen  by  referring  to  the  diagram  {v.  Fig.  144).  The 
denuded  area  consists  of  an  oval  portion  b,  h  of  the  same  size, 
and  in  the  same  position,  as  the  oinginal  area  of  perinteal 
laceration,  and  of  two  triangles  a,  b,  c,  and  d,      f  situated  one 
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at  either  side  of  the  median  raplm  of  the  posterior  vaginal  wall. 
Their  apices  A  and  D  are  situated  as  high  on  the  vaginal  wall  as 
can  be  easily  reached.  The  vaginal  wall  is  seized  by  a  forceps 
in  the  middle  line,  jnst  above  the  points  intended  for  the  apices 
of  the  two  triangles.  A  second  and  a  third  bullet  forceps  are 
applied  at  the  points  B  and  h — the  anterior  horns  of  the  old 
perinseal  lacerationj  and  a  fourth  to  the  perina3al  skin  in  the 


Pig.  144.— Martin's  colpo-perinsBorrhaphy.    Diagram  showing  tlie  sliape  of  the 

area  to  be  denuded. 

middle  line.  The  two  triangles  are  first  marked  out  with  a 
scalpel  and  the  mucous  membrane  stripped  off.  The  cut  edges 
are  then  brought  together  from  above  downwards  by  means 
of  a  continuous  catgut  suture,  as  shown  {v.  Fig.  145,  a,  g), 
with  the  result  that  the  two  triangles  denuded  of  epithelium 
are  converted  into  two  linear  wounds.  The  oval  piece  by  the 
removal  of  which  the  new  perinteum  is  to  be  formed,  is  next 
marked  out  in  the  same  manner,  its  base  being  continuous  with 
the  base  of  the  two  triangles  (Fig.  145),  and  the  mucous 


OPERATIONS  ON  THE  PERINiEUM  AND  VAGINA 


289 


membrane  is  stripped  off.  The  cut  edge  of  vaginal  mucous 
membrane  is  then  folded  on  itself  and  brought  together  m 
the  middle  line  by  a  continuous  catgut  suture,  in  such  a  manner 
that  the  points  g  c  and  E  f  are  brought  together  and  the 
points  B  and  H  {v.  Fig.  146).  Lastly,  the  cut  edges  of  skin 
are  brought  together  and  the  raw  surface  is  folded  on  itself 

Tig.  146. 


Fig.  145. 


Fig.  145. — Martin's  colpo-perinseorrhaphy.  The  triangles  and  base  oval  have 
been  denuded.  The  right-hand  triangle  has  been  sutured,  and  the  left- 
hand  triangle  is  being  sutured. 

Fig.  146.— Martin's  colpo-perinseorrhaphy.  The  triangles  have  been  sutured, 
and  the  sutures  are  in  position  in  the  perinaeal  oval.  The  black  sutures  are 
tied  on  the  vaginal  aspect  of  the  wound,  the  white  on  the  perinasal  aspect. 

by  sutures  of  silkworm  gut  passed  from  the  skin  surface  of  the 
perinseum,  as  in  Hegar's  colpo-perinaaorrhaphy  {v.  Tig.  155). 
The  retention  of  the  median  raphe  of  the  vaginal  wall  is  said 
,  to  be  a  great  advantage,  but  the  operation  is  perhaps  a  little 
more  tedious  than  is  necessary. 

(o)  Kelly's  Colpo-perinseorrhaphy. — Kelly's  operation  consists 

19 
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in  the  removal  of  two  triangles  of  mucous  membrane  from  the 
lateral  vaginal   walls  and  of  a  crescentic  portion  from  the 


Pig.  147. — Kelly's  colpo-perinseorrhaphy.  The  shepherd's  crook  tenaciila  are 
fixed  at  the  sides,  below  the  rirethra,  and  the  forceps  draws  the  posterior 
cokimn  downward,  so  as  to  expose  the  lateral  vaginal  walls  where  the 
triangular  denudations  are  to  be  made.  {Kelly.) 


cicatrised  area  of  perin^eal  laceration.  It  resembles  Martin's 
operation,  the   chief   difference  being  that   the  triangles  of 
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mucous  membrane  are  removed  more  from  the  lateral  than 
the  posterior  vaginal  wall.  The  first  step  consists  in  de- 
fining the  limits  of  denudation  by  applying  two  bullet  forceps 
or  shepherd's  crook  tenacula  to  the  skin  at  the  anterior  horns 
of  the  crescentic-shaped  area,  and  a  third  to  the  posterior 
vaginal  wall  in  the  middle  line  on  the  crest  of  the  prominence 


Fig.  148. — Kelly's  colpo-pcTiuiLumiaphy.  The  silkworm-gui  Lension  suture  is 
placed  in  the  triangle  on  the  right  side.  The  dotted  lines  represent  the 
part  of  the  suture  which  lies  concealed  u.nder  the  surface.  The  short  piece 
of  the  suture  visible  as  a  white  line  at  the  bottom  of  the  denudation  is  the 
part  which  is  exposed  by  bringing  the  needle  out  at  the  bottom  of  the 
wound  and  re-entering  it  close  by.  (Kelly.) 

formed  by  the  rectocele  {v.  Fig.  147).  The  next  step  consists 
in  marking  out  the  edges  of  the  proposed  denudation  with  a 
scalpel.  As  the  surface  to  be  denuded  is  very  irregular  and 
occupies  several  planes,  only  a  part  of  it  can  be  made  tense  at 
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tlie  time  and  exposed  to  view.  By  compi'essing  the  posterior 
vaginal  wall  and  drawing  tlio  loit-hand  tenaculum  and  the 
centre  forceps  apart,  the  right  lateral  vaginal  wall  is  exposed. 
Two  sides  of  a  triangle  are  then  outlined  with  the  scalpel  as 
shown  in  the  drawing,  its  apex  situated  about  an  inch  and  a 
quarter  within  the  outlet,  at  the  junction  of  the  anterior  and 


Fig  149— Kelly's  colpo-perinajorrhapliy.  The  inside  sutures  are  now  mti-o- 
'cluced  and  tied  in  both  sulci.  The  gathering  siiture  of  sillnvorm  gut  is 
introduced  above  across  the  angles,  bxit  is  not  tied.  An  aiixibary  suture 
introduced  to  close  the  woiind  below  this  is  also  left  untied.  {RcUy.) 

lateral  vaginal  walls,  [v.  Fig.  148).  The  first  delimiting  incision 
runs  from  the  apex  to  the  anterior  tenaculum,  and  is  parallel 
to  and  just  below  the  anterior  wall.  The  second  incision  runs 
from  tlie  apex  to  a  point  immediately  below  the  forceps  which 
was  applied  to  tlie  prominence  of  tire  rectocele.    The  same  two 
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sides  of  a  similar  triangle  are  then  marked  out  on  the  opposite 
lateral  wall  of  the  vagina,  and  the  outline  is  completed  by  a 
semicircular  incision  extending  round  the  posterior  wall  at  the 
junction  of  skin  and  mucous  membrane.  The  portion  of 
mucous  membrane  thus  marked  out  is  then  removed,  either  m 
one  piece  or  in  a  succession  of  strips,  and  the  edges  of  the 


Fig.  150. — Kelly's  colpo-perinseorrhaphy.    Showing  Jiow  the  gathering  sutiu-e 
above  draws  together  the  tissues.  {Kelly.) 

wound  surface  are  brought  together  by  a  few  deep  silkworm-gut 
sutures  and  several  catgut  sutures.  The  first  suture  is  of  silk- 
worm gut  and  brings  together  the  lateral  edges  of  one  triangle. 
It  is  passed  as  shown  in  Fig.  148,  tied  sufficiently  tightly,  and 
then  drawn  down  so  as  to  expose  the  upper  part  of  the  Avound. 
The  edges  of  the  latter  are  then  brought  together  by  three  or 
more  deep  catgut  sutures,  care  being  taken  to  obtain  exact  co- 
aptation.    The  sutures  are  passed  from  below  upwards,  and 
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each  is  in  turn  used  as  a  tractor  to  expose  a  higher  part  of  the 
cut  edges.  The  opposite  triangle  is  then  treated  in  the  same 
manner.  The  greater  part  of  the  vaginal  aspect  of  the  remain- 
ing raw  area  can  now  be  brought  together  by  what  Kelly 
terms  a  "  gathering  suture  "  of  silkworm  gut,  passed  as  shown 
in  Fig.  149.  It  is  entered  through  the  perinatal  skin  at  the 
anterior  end  of  the  left  perineeal  horn,  emerges  just  below  the 
cut  vaginal  edge  external  to  the  left-hand  triangle,  is  re- 


FiG.  151. — Kelly's  colpo-perinseorrliaphy.  Operation  completed.  The  sutm-es 
with  longer  ends,  two  inside  and  two  oiitside,  are  of  silkworm  gut ;  the 
others  are  all  of  catgut. 

entered  just  below  the  cut  internal  edge  of  the  same  triangle, 
then  passes  beneath  the  centre  tongue  of  mucous  membrane, 
emerges  just  below  the  cut  internal  edge  of  the  right-hand 
triangle,  and  again  enters  just  below  the  cut  vaginal  edge 
external  to  the  right-hand  triangle,  to  appear  through  the  skin 
at  a  point  corresponding  to  that  at  which  it  was  entered.  A 
second  and,  if  necessary,  a  third  deep  suture  of  the  same 
material  are  then  passed  posterior  to  it,  and  superficial  inter- 
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rupted  sutures  between  in  order  to  bring  the  edges  of  the 
perineal  skin  accurately  together  (y.  Fig.  151). 

(d)  Hegar's  Incomplete  Colpo-perinseorrhaphy.— Hegar's  opera- 
tion consists  in  the  removal  of  one  triangular  portion  of  mucous 
membrane  from  the  posterior  vaginal  wall  The  base  of  this 
triangle  corresponds  with  the  junction  of  the  mucous  membrane 
covering  the  old  laceration  and  the  perinseal  skin.     The  apex 


Fig.  152. — Hegar's  incomplete  colpo-ijerinEeorrhaphy.  a,  c.  The  initial  incision 
at  the  jvinction  of  the  skin  and  nii\coi\s  membrane.  The  finger  is  detaching 
a  vaginal  flap.  B.  The  cross  at  the  apex  of  the  triangle  which  is  to  be 
detached. 


is  situated  on  the  posterior  vaginal  wall,  in  the  middle  line  and 
from  two  to  three  and  a  half  inches  from  the  perinaeum,  accord- 
ing to  the  case.  The  author  prefers  the  following  slight  modifi- 
cation of  the  classical  operation  which  has  just  been  descinbed, 
as  it  can  be  performed  in  a  shorter  time  and  with  less  assistance. 


296 


PEACTICE  OP  GYNJiCOLOGY 


Commence  the  oiDcration  as  if  it  was  intended  to  perform 
Lawson  Tait^s  perinasorrhaphy,  i.  e.  two  American  forceps  at 
the  extremities  of  the  cicatricial  crescent,  and  one  in  the  middle 
line  just  behind  the  junction  of  skin  and  mucous  membrane 
{v.  rig.  140).  With  a  sharp-pointed  scissors  an  incision  is  made 
round  the  posterior  wall  from  one  bullet  forceps  to  the  other,  at 
the  junction  of  skin  and  mucous  membrane.    It  is  similar  to 


Fig.  153. — Hegar's  incomplete  colpo-perinEeorrliaphy.  The  flap  g  of  mucous 
membrane  lias  been  detached  and  is  drawn  upwards  by  an  assistant.  The 
deep  catgiit  svitures  have  been  inserted,  and  also  the  superficial  sutures  as 
far  as  that  point  at  which  they  cease  to  include  the  submucoiis  tissue. 
(The  superficial  sutures  are  shown  slack  in  order  to  expose  the  buried 
sutures  beneath.) 

that  made  in  Tait's  operation,  save  that  it  is  not  cai'ried  so 
deeply  into  the  peringeal  body,  but  rather  tends  to  keep  as  close 
as  possible  to  the  vaginal  mucous  membrane.  "With  the  finger, 
the  vaginal  flap  so  commenced  is  separated  from  the  rectum  by 
pushing  the  latter  backwards,  and  this  separation  is  continued 
until  a  piece  of  mucous  membrane  which  is  roughly  a  triangle 
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with  concave  sides  and  corresponds  in  size  and  position  to  the 
flap  which  is  removed  in  the  ordinary  Hegar's  operation,  is  sub- 
cutaneously  detached  {v.  Fig.  152).  This  flap,  Q,  is  then  freed 
from  its  lateral  vaginal  attachments  with  scissors,  and  only 
remains  connected  to  the  vagina  by  a  narrow  strip  of  mucous 
membrane  about  a  quarter  of  an  inch  wide  at  the  very  apex 
{v.  Fig.  153).      The  object  of  allowing  the  flap  to  remain 


Fig.  154. — Hegar's  incomplete  colpo-perinseorrhapliy.  The  sxitures  in  the  iipper 
part  of  the  vagina  have  been  di-awn  tight,  and  the  sutures  in  the  lower 
part — which  only  include  the  vaginal  mucovis  membrane — are  in  position. 

attached  at  the  apex  is,  that,  by  pulling  upon  it  the  upper 
poi-tion  of  the  wound  can  be  drawn  down,  and  so  the  applica- 
tion of  an  American  forceps  rendered  unnecessary. 

The  wound  is  sutured  as  follows  : — With  a  small  needle 
threaded  with  catgut  the  operator  commences  below,  just  inside 
the  perinasal  skin,  and  works  upwards  towards  the  upper  angle 
which  is  exposed  by  pulling  down  the  flap.  The  sutures  are 
passed  from  side  to  side  and  in  such  a  manner  as  to  approxi- 
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mate  the  centre  two-fourtlis  of  the  raw  area  {v.  Fig.  153). 
Care  must  be  taken  not  to  pass  them  too  deeply,  as  there  is  not 
a  great  depth  of  tissue  in  front  of  the  rectum.  As  soon  as  the 
upper  angle,  B,  of  the  wound  is  reached,  the  needle  traverses  the 
mucous  membrane  as  well  as  the  submucous  tissue ;  and,  when 
the  first  suture  has  been  passed  in  this  manner,  the  flap  of 
vaginal  mucous  membrane  may  be  finally  removed  by  snipping 
across  the  remaining  strip.    The  suturing  is  then  continued 


Fig.  155. — Hegar's  incomplete  colpo-perinEeorrhapliy.  The  vaginal  sutures  are 
tied,  and  the  perinseal  sutm-es  have  been  inserted.  (These  sutures  are 
passed  more  deeply  than  is  shown  in  the  figure.) 

from  above  downwards,  but  the  sutures  are  now  passed  in  such 
a  manner  as  to  include  the  edges  of  the  vaginal  mucous  mem- 
brane as  well  as  the  remaining  portion  of  the  base  of  the 
wound.  As  soon  as  a  point  is  reached  on  the  vaginal  wall 
about  three-quarters  of  an  inch  above  the  skin  perinteum — that 
is  to  say  a  point,  e  and  r,  which  roughly  corresponds  mth  the 
upper  limit  of  the  old  perineal  laceration,  the  sutures  are  passed 
so  as  to  include  the  vaginal  mucous  membrane  alone  [v.  Fig. 
154).  By  so  doing,  we  avoid  compressing  the  perinteal  body 
from  before  b^ickwards,  and  reconstitute  the  original  outline  of 
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the  posterior  vaginal  wall.  The  last  step  consists  in  passing 
deep  silkworm-gut  sutures  from  the  skin  surface  of  the  peri- 
neum, with  a  medium  needle,  in  such  a  manner  as  to  bring- 
together  laterally  those  portions  of  the  wound  which  have  not 
been  included  in  the  continuous  suture  {v.  Fig.  155). 

II.  Complete  Perineorrhaphy  and  Colpo-perineorrhaphy. — 
Two  operations  are  in  common  use  for  the  repair  of  a  complete 


Fig.  156. — Lawson  Tait's  complete  perinseorrhapliy.  The  area  e,  c',  f,  b,  d, 
shows  the  area  of  the  original  laceration.  The  heavy  lines  mark  the 
incisions. 

laceration  of  the  perinaaum.  In  the  first,  Lawson  Tait^s,  no 
tissue  is  removed ;  while  in  the  second  a  triangle  of  vaginal 
raucous  membrane  is  taken  away  as  in  Hegar's  incomplete 
colpo-peringeorrhaphy. 

(a)  Lawson  Tait's  Complete  Perinaeorrhaphy.  —  Lawson  Tait's 
operation  for  complete  laceration  of  the  perina)um  is  performed 
a.s  follows  : — The  skin  is  seized  in  an  American  forceps  at  the 
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anterioT'  limits  of  the  outline  of  tlie  original  lacex*ation,  one  at 
either  side,  and  two  additional  forceps  are  applied,  one  at  each 
side,  just  outside  the  junction  of  vagina  and  anus  {v.  Fig.  156). 
An  assistant  at  each  side  then  holds  one  anterior  forceps  and 
one  posterior  forceps,  and  draws  them  outwards  in  such  a 
manner  as  to  place  the  recto-vaginal  septum  on  the  stretch. 
The  scissors  are  then  entered  at  the  point  f  {v.  Fig.  156),  and 


Fig.  157.— Lawson  Tait's  complete  perinseorrhapliy.  The  recto-vaginal  septum 
has  been  split,  and  the  posterior  vaginal  wall  drawn  forwards  by  the 
forceps  inserted  at  c'.    The  sutures  are  shown  in  situ. 

passed  upwards  for  about  half  an  inch  between  the  rectal  and 
vaginal  mucous  membrane,  and  an  incision  made  from  f  to  E  m 
such  a  manner  as  to  split  the  septum.  From  the  ends  of  tins 
incision  two  other  incisions  are  made  extending  forwards,  from 
E  to  A  and  from  f  to  B  respectively,  along  the  remains  of  the 
lower  crescentic  outline  of  the  original  tear,  as  is  done  m  the 
case  of  incomplete  rupture.    Finally,  two  incisions,  one  at  either 
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side,  are  made  from  the  same  iDoints,  p  and  backwards  and 
outwards  at  either  side  of  the  rectum  as  far  as  the  points  G 
and  H.  By  a  little  dissecting,  the  vaginal  mucous  membrane 
is  freed  from  the  rectal  wall,  so  as  to  permit  of  the  former 
being  drawn  downwards  and  forwards,  and  the  latter  down- 
wards and  backwards,  while  at  the  same  time  the  retracted 
ends  of  the  divided  sphincter  muscle  are  exposed  {v.  Fig  157). 
The  sutures  are  then  passed  transversely  from  behind  forwards, 
as  shown  in  the  diagram,  in  a  similar  manner  to  that  which 
has  been  described.  The  posterior  suture  must  be  passed 
deeply  into  the  retracted  ends  of  the  sphincter,  in  such  a 
manner  as  to  bring  them  into  apposition  when  it  is  tied.  The 
sutures  are  tied  from  behind  forwards,  and  bring  together 
successively  in  the  middle  line  the,  cut  edges  c  g  and  c  H,  and 
G  E  A  and  H  E  B.  The  posterior  flap  which  was  drawn  backwards 
helps  to  make  up  the  loss  of  tissue  in  the  anterior  rectal  wall, 
and,  similarly,  the  anterior  flap  which  was  drawn  forwards  to 
make  up  the  deficiency  in  the  posterior  vaginal  wall.  Lawson 
Tait^s  method  of  suturing  is  again  departed  from.  It  will  be 
understood  by  reference  to  the  diagram  {v.  Pig.  148,  b)  . 

(b)  Hegar's  Complete  Colpo-perinaeorrhaphy. — This  operation  is 
a  most  suitable  and  satisfactory  one  for  all  cases  of  complete 
laceration  of  the  perineum,  and  is  probably  better  than  Lawson 
Tait^s  operation  in  cases  in  which  the  rectal  laceration  is  ^of 
considerable  extent.  In  the  following  description,  the  classical 
method  of  performing  the  operation  is  departed  from,  par- 
ticularly so  far  as  the  method  of  suturing  is  concerned. 

Four  bullet  forceps  are  applied  as  in  Lawson  Tait^s  opera- 
tion, and  with  a  fifth  the  posterior  vaginal  wall  is  seized  in  the 
middle  line  at  least  half  an  inch  above  the  apex  of  the  rectal 
tear.  The  edge  of  the  recto-vaginal  septum  is  then  split  with 
scissors  as  in  Lawson  Tait's  operation,  and  the  ends  of  the 
incision  carried  forward  to  the  bullet  forceps  at  the  anterior 
horns  of  the  perinseal  laceration  {v.  Fig.  156).  This  incision 
constitutes  the  base  of  the  triangle  of  mucous  membrane  which 
is  to  be  removed.  The  sides  are  then  defined  with  the  scalpel 
by  two  incisions  which  run  from  a  point  just  below  the  bullet 
forceps  on  the  posterior  wall  to  the  anterior  ends  of  the  first 
incisions.  The  area  of  mucous  membrane  thus  marked  out  is 
removed,  and  in  this  way  a  raw  surface  is  obtained  similar  to 
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that  in  Hegar's  incomplete  operation^  save  for  the  presence  of 
the  gap  between  the  vagina  and  rectum  {v.  Fig.  158).  A  con- 
tinuous catgut  suture  is  then  commenced  at  the  apex  of  the 
rectal  tear^  and  carried  down  to  the  anus  in  such  a  manner  as 
to  bring  the  edges  of  the  tear  into  accurate  apposition.  Each 
stitch  should  take  up  a  piece  of  the  rectal  wall,  but  should  not 
pass  through  the  rectal  mucous  membrane  (v.  Fig.  159).  The 
perinEeal  laceration  has  now  been  turned  from  a  com2Dlete  to  an 
incomplete  laceration,  and  the  remainder  of  the  suturing  is  per- 


PiG.  1.58. — Hegar's  complete  colpo-perinseorrhapliy.    a,  c,  b,  e,  d.  The 

denuded  area. 

formed  in  a  manner  identical  to  that  which  has  been  already 
described  in  the  case  of  Hegar^s  incomplete  operation.  First, 
the  continuous  catgut  suture  is  knotted  as  soon  as  the  anal  end 
of  the  rectal  tear  is  reached,  in  order  to  prevent  any  risk  of  the 
tension  of  the  stitches  relaxing.  The  suture  is  then  continued 
upwards  to  the  apex  of  the  denuded  triangle,  in  such  a  manner 
as  to  approximate  the  centre  two-fourths  of  the  raw  area.  The 
suture  is  then  continued  again  downwards,  and  this  time  takes 
in  the  vaginal  mucous  membrane  {v.  Fig.  160).  For  the  upper 
half  of  the  wound  the  base  is  included  in  each  stitch,  but,  for 
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the  lower  half,  the  vaginal  mucous  membrane  is  alone  traversed 
by  the  sutures.  Finally  from  three  to  four  silkworm-gut 
sutures  are  passed  from  the  perin£eal  skin  as  shown  in  Fig.  155,  in 
order  to  bring  together  the  lateral  edges.  Care  must  be  taken 
that  the  posterior  suture  passes  deeply  into  the  external  sphinc- 
ter and  brings  together,  so  far  as  possible,  its  divided  edges. 

Complications. — The  only  special  complication  which  need  be 
feared  is  the  wounding  of  the  rectum  either  with  the  scissors 
or  needle,  and  the  subsequent  formation  of  a  recto-vaginal 


Fig.  159. — Hegar's  complete  perinEeoiThaphy.    Sutming  of  the  tear  in  the 

rectal  wall. 

fistula.  Wounding  with  the  scissors  is  most  unlikely  to  occur. 
And  if  care  is  taken  always  to  pass  the  peringeal  sutures 
parallel  to  the  rectum,  and  perpendicular  to  the  skin  surface, 
and  never  to  direct  them  backwards,  it  is  rarely  necessary  to 
pass  the  finger  into  the  rectum  as  a  guide,  although,  if  there  is 
any  doubt  as  to  the  exact  situation  of  the  latter,  this  precaution 
may  be  taken.  Even  if  a  suture  does  accidentally  pass  into  the 
rectum  the  danger  of  a  fistula  resulting  is  very  slight,  but  such 
an  occurrence  imports  a  fresh  danger  into  the  case,  i.  e.  the  risk 
of  infecting  the  wound. 
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After-treatment. — A  light  plug  of  iodoform  gauze  is  placed 
in  the  vagina,  and  the  end  allowed  to  j)roject  and  hang  over 
the  wound.  If  wished,  horic  powder  or  iodoform  may  be 
dusted  on.  The  external  parts  are  carefully  washed  night  and 
morning,  and  kept  as  dry  as  possible.  If  there  is  any  putre- 
factive or  purulent  discharge  the  vagina  may  be  douched,  other- 
wise it  is  unnecessary.  Silkworm-gut  sutures  are  removed  on 
the  eighth  day ;  the  catgut  sutures  are  absorbed.   The  patient  is 


Fig  160— Hegar's  complete  eolpo-perinseorrliaphy.  The  tear  m  tlie  rectal 
waU  sutm-ed  and  the  deep  catgut  sutm-es  inserted,  and  also  the  superiiciai 
sutures  down  to  the  point  at  which  they  cease  to  include  the  submucous 
tissue. 

allowed  to  sit  up  in  bed  on  the  twelfth  to  the  sixteenth  day, 
according  to  the  amount  of  tissue  which  has  been  removed 
and  the  consequent  strain  upon  the  sutures,  and  to  leave  her 
bed  a  day  or  two  later.  In  order  to  avoid  any  risk  of  the 
accumulation  of  hard  fjEces  in  the  bowel,  it  is  well  to  give  a 
purgative  on  the  evening  of  the  second  day  after  the  operation, 
and  to  administer  an  enema  of  olive  oil  just  before  the  bowels 
act.  For  the  same  reason,  the  bowels  must  be  emptied  before 
the  operation  to  remove  any  hard  masses  that  may  be  present. 
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Antebioe  Colpokrhaphy. — By  the  term  anterior  colporrliaphy 
(ko'/Woc,  a  vagina;  pa(pri,  a  seam)  is  meant  the  narrowing  of 
the  vagina  by  the  removal  of  a  portion  of  the  mucoas  mem- 
brane of  the  anterior  vaginal  wall. 

Indications. — Anterior  colporrhaphy  is  indicated  in  cases  of 
cystocele  in  which  the  use  of  a  pessary  is  either  undesirable  or 
valueless. 

Instruments. — The  instruments  required  are  the  same  as  those 
used  for  perinaaorrhaphy  {v.  page  282). 


Fig.  161. — Anterior  colporrhaphy.  An  oval  flap,  a,  has  been  removed  from  the 
anterior  vaginal  wall,  and  the  edges  of  mucons  membrane  are  brought 
together  by  a  continuous  catgut  suture. 

Operation. — The  cervix  is  drawn  downwards  as  far  as  pos- 
sible, by  means  of  an  American  forceps  fixed  on  the  anterior  lip 
of  the  cervix.  The  mucous  membrane  just  below  the  urethra 
is  seized  in  a  second  forceps  applied  in  the  middle  line  in  such 
a  manner  that  by  traction  in  opposite  directions  on  both  forceps 
the  anterior  vaginal  wall  can  be  made  tense.  If  necessary,  this 
tension  can  be  increased  by  two  forceps  inserted  laterally  as 
shown,  and  so  far  distant  from  one  another  that  their  easy 
approximation  is  just  possible.  An  iricision  is  then  made  with 
a  scalpel  surrounding  an  oval  piece  of  mucous  membrane  {v. 
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Fig.  161).  The  lattei'  is  peeled  off,  and  the  edges  of  the  wound 
brought  together  with  a  continuous  catgut  suture.  Care  must 
be  taken  when  making  the  initial  incision  to  go  through  the 
entire  thickness  of  the  mucous  membrane,  as  otherwise  its 
complete  removal  is  much  more  troublesome.  If  there  is  con- 
siderable tension  on  the  sutures,  it  is  well  to  supplement  and 
support  the  continuous  catgut  suture  by  a  couple  of  interrupted 
stitches  of  silkworm  gut. 

Complications. — The  only  complication  which  is  at  all  likely 
to  occur  is  the  wounding  of  the  bladder,  either  Avhile  dissecting 
off  the  flap  or  during  the  process  of  suturing.  On  account  of 
the  possibility  of  the  former  accident  occurring,  it  is  always 
safer,  as  well  as  being  more  rapid,  to  j)eel  off  the  flap  whenever 
possible,  and  not  to  dissect  it  off. 

After-treatment. — The  after-treatment  is  the  same  as  for 
posterior  colporrhaphy.  The  sutures  being  catgut  Avill  absorb. 
The  patient  may  sit  up  on  the  tenth  day. 

CoLPOCLEisis. — By  colpocleisis  (KoATroe,  the  vagina ;  KkiiaiQ, 
a  shutting  up)  is  meant  the  permanent  obliteration  of  the 
vaginal  canal  at  any  level.  It  is  an  operation  which  is  very 
rarely  necessary,  and  which  will  be  still  more  rarely  required  as 
our  surgical  knowledge  advances. 

Indications. — Colpocleisis  may  be  indicated  as  a  last  resource 
in  : — 

(1)  Intractable  urinary   or   feecal  fistula,  opening  into 

the  vagina  [v.  page  214). 

(2)  In  certain  cases  of  prolapse,  occurring  in  old  women. 
Operation. — In  the  -  case  of  fistulEe,  a  circular  portion  of 

mucous  membrane  is  removed  below  the  fistula,  and  the  anterior 
and  posterior  vaginal  wall  then  brought  into  contact  with 
sutures.  In  the  case  of  prolapse,  it  is  well  to  remove  a  piece  of 
mucous  membrane  of  sufficient  size  to  effect  the  obliteration  of  a 
great  part  of  the  vagina. 

If  the  fistula  is  situated  at  a  very  low  level,  it  may  be  nece.s- 
saiy  to  close  not  the  vagina  but  the  vulva.  This  operation,  which 
is  now  practically  never  necessary,  is  known  as  episiorrhaphy 
(tTTt craov,  the  region  of  the  pehas  ;  paclnj,  a  seam) . 

Ebmoval  gj?  Yaginai  Cysts,  etc.— Vaginal  cysts  are  removed — 
f  small — in  the  same  manner  as  vulvar  cysts  [v.  page  280). 


OPERATIONS  ON  THE  PERINiEUM  AND  VAGINA  307 


Ateesia  of  the  Vagina. — The  operation  for  the  cure  of  vaginal 
atresia  is  the  same  as  that  recommended  by  Amussat  for  creating 
an  artificial  vagina. 

Operation. — Under  the  guidance  of  a  finger  in  the  rectum, 
the  imperforate  end  of  the  vagina  is  incised.  The  rectum  is 
then  pushed  backwards  and  the  bladder  forwards,  until  the 
bulging  caused  by  the  retained  menstrual  discharge  is  felt.  An 
opening  is  made  into  this  cavity  with  a  trocar  and  then  mth  a 
scalpel,  the  accumulated  discharge  is  washed  out,  and  the  entire 
canal  plugged  firmly  with  iodoform  gauze.  This  plugging  must 
be  changed  daily  and  continued  for  some  time  in  order  to  ensure 
that  the  opening  remains  patent. 

In  some  cases,  it  may  be  possible  to  bring  the  mucous  mem- 
brane that  lines  the  upper  portion  of  the  vagina  into  contact 
with  the  mucous  membrane  below  the  obstruction,  and  to  suture 
it  there.  If  this  can  be  done,  it  is  the  best  method  of  ensuring 
the  continued  patency  of  the  canal. 


CHAPTER  XX. 


MINOE  OPERATIONS  ON  THE  UTEEUS. 


Amputation,  of  the  Cervix  :  Supra-vaginal  Amputation — Indications — Instru- 
ments— Operation — Complications — After-treatment.  Amputation  of  the 
Vaginal  Portion — Indications — Instruments— Operation — After-treatment. 
Trachelorrhaphy  —  Indications  —  Instruments  —  Operations  ;  Sanger's, 
Emmefs— After-treatment.  Division  of  the  Cervix — Indications — Instru- 
ments— Operations;  Bilateral  Division,  Posterior  Division — After-treat- 
ment. Dilatation  of  the  Cervix— Indications— Instruments— Operations  ; 
Gradual  Dilatation,  Eapid  Dilatation— After-treatment.  Curetting— Indi- 
cations— Instruments— Operation— After-treatment— Complications.  Re- 
moval of  Submucous  Myomata^Indications— Instruments— Operation- 
After-treatment  —  Complications.  Curetting  and  Cauterisation  of  Ir- 
removable Malignant  Disease  —  Indications— Instruments— Operation- 
Complications— After-treatment.  Reposition  of  Adherent  Retro-deviated 
Uterus — Indications — Instruments— Operation — Complications. 


AMPUTATION  OF  THE  CERVIX. 

Amputation  of  the  cervix  may  be  performed  either  above  or 
below  the  cervico-vagiiial  junction.  Accordingly  two  operations 
must  be  described  :— 

I.  Supra-vaginal  amputation  of  the  cervix. 
II.  Amputation  of  the  vaginal  portion  of  the  cervix. 

I.  Supra- VAGINAL  Amputation. — Indication. — The  only  indi- 
cation for  supra-vaginal  amputation  of  the  cervix  is  hyper- 
trophy of  the  supra-vaginal  portion  of  the  cervix.  The  treat- 
ment of  malignant  disease  of  the  cervix  by  supra- vaginal  ampu- 
tation has  now  been  completely  given  up  in  favour  of  vaginal 
or  abdominal  hysterectomy. 

Instniments.— Three  American  forceps  ;  posterior  speculum  ; 
small  and  medium  whole-curved  needles;  Martin's  needle-holder; 
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scalpel ;  scissors ;  sound ;  metal  catheter ;  toothed  dissecting 
forceps  ;  and  half  a  dozen  clip  forceps  {v.  Figs.  7,  104 — 107, 
115). 

Operation. — A  posterior  speculum  is  passed,  the  cervix  is 
seized  and  drawn  down  by  means  of  two  American  forceps  one 
on  either  lip,  and  the  relationship  of  the  bladder  to  it  is  noted 
by  passing  a  catheter  into  the  latter.  An  incision  is  then  made 
round  the  cervix  through  the  vaginal  mucous  membrane,  taking- 
care  to  keep  below  the  point  to  which  the  bladder  extends,  and, 
with  the  finger,  the  mucous  membrane  is  pushed  upwards  off 
the  cervix,  commencing  anteriorly  and  continuing  right  round. 
When  as  much  of  the  cervix  as  it  is  desired  to  remove  has 
been  exposed,  the  exposed  portion  is  split  transversely  from 
below  upwards.  By  this  means,  the  cervix  is  divided  into  two 
lips,  an  anterior  and  a  posterior.  The  forceps  on  the  posterior 
lip  is  then  given  to  an  assistant  to  hold,  while  the  anterior  lip 
is  cut  off  by  an  incision  carried  straight  across  it,  and  perpen- 
dicular to  the  cervical  canal,  to  meet  the  former  incision 
at  its  highest  point.  Three  or  four  silkworm-gut  suturq^  are 
then  passed,  first  through  the  anterior  flap  of  vaginal  mucous 
membrane  half  an  inch  from  its  edge,  and  then  through  the 
thickness  of  the  cervix  from  before  backwards  to  emerge 
through  the  mucous  membrane  of  the  cervical  canal.  The 
ends  of  these  sutures  are  twisted  into  a  rope  and  given  to  the 
assistant  to  hold,  while  the  operator  takes  the  posterior  forceps 
and  amputates  the  posterior  lip  in  a  similar  manner  to  the 
anterior.  Sutures  are  then  passed  through  the  posterior  flap 
of  vaginal  mucous  membrane  and  the  stump  of  the  ^^osterior 
lip,  to  emerge  again  through  the  cervical  mucous  membrane. 
The  posterior  sutures  may  now  be  tied,  taking  care  while  doing 
so  to  draw  the  vaginal  mucous  membrane  over  the  stump  into 
contact  with  the  cervical  mucous  membrane.  The  anterior 
sutures  are  next  tied  in  the  same  manner,  and,  finally,  a  couple 
of  sutures  are  inserted  at  either  side  to  draw  the  lateral  vaginal 
mucous  membrane  into  its  place. 

ComjjUcations. — The  chief  accident  that  may  happen  is  the 
wounding  of  the  bladder.  This  is  avoided  by  carefully  noting 
the  position  of  the  latter  at  the  start,  and  then  by  pushing  it 
well  up  out  of  the  way  with  the  finger  when  clearing  the  cervix. 
The  uterine  arteries  may  also  be  cut,  or  wounded  by  the  needle, 
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and  the  peritoneal  cavity  may  he  opened.  The  former  of  these 
can  be  avoided  by  clearing  the  cervix  thoroughly  at  the  sides 
and  so  pushing  the  arteries  upwards,  while  the  latter  is  of  no 
importance  if  strict  asepsis  has  been  preserved. 

After-treatment. — A  plug  of  iodoform  gauze  is  placed  in  the 
vagina,  and  removed  on  the  evening  of  the  second  day.  The 

Fig.  163. 


Pig.  162.— Erosion  of  the  cervix.    The  cervix  drawn  down  to  the  vulva  and 

held  in  position  by  two  American  forceps,    e.  Erosion. 
Fig.  163.— Schroeder's  amputation  of  the  cervix,     a,  I.  The  bilateral  incision, 

c,  d,  and  e,  f.  The  course  of  the  ampu.tatiag  tacisions  across  the  mucous 

membrane  of  the  cervix. 


patient  is  allowed  to  sit  up  on  the  tenth  day,  and  the  sutures 
are  removed  on  the  twenty-first. 

II.  Amputation  op  the  Vaginal  Portion  or  the  Cervix. — 
This  operation  is  much  more  frequently  required  than  is  supra- 
vaginal amputation. 

Indications.— Km^w.i?A,\o\\  of  the  vaginal  portion  is  indicated 

under  the  following  conditions  : — 
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(1)  A  large  erosion. 

(2)  Ectropion  accompanied  by  hypertrophy. 

(3)  Infra-vag'inal  hypertrophy. 

(4)  Subinvolution  affecting  the  entire  uterus, 

(5)  Stenosis  of  the  lower  portion  of  the  cervical  canal. 
Instruments. — The  instruments  are  the  same  as  those  required 

for  supra-vaginal  amputation  {v.  page  308). 

Fig.  164.  Fig.  165. 


Fig.  164. — Schroeder's  amputation  of  the  cervix.  A  wedge-shaped  piece  has 
been  removed  from  the  anterior  lip,  leaving  two  cut  siu'faces,  g  and  f,  by 
an  incision  starting  at  g,  h,  to  meet  the  former  incision,  c,  d,  in  the  depth 
of  the  cervix.  As  a  resiilt  two  raw  surfaces,  g  and  r,  are  left,  a,  b.  Termina- 
tion of  bilateral  incision,  g',  li'.  Coiu-se  of  transverse  incision  across  cu.t 
surface,  b,  of  posterior  lip.    The  sutures  in  the  anterior  lip  in  position. 

Fig.  165. — A  side  view  of  Fig.  164.    Lettering  as  before. 

Operations. — There  are  two  chief  methods  of  amjDutating 
the  cervix  in  common  use — Schroeder's  and  Simon-Marck- 
wald's.  The  former  is  the  more  suited  for  cases  of  erosion,  and 
of  ectropion  of  the  cervix  associated  -with  endocervicitis ;  the 
latter  for  cases  of  infra-vaginal  hypertrophy,  subinvolution  of 
the  uterus,  and  stenosis  of  the  lower  part  of  the  cervical  canal. 

(•\)  Schroeder's  Operation. — Schroeder's  operation,  which  is 
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perliaps  more  correctly  termed  an  excision  of  tlie  cervical 
mucous  membrane  rather  than  an  amputation,  is  performed  an 
follows  :  — 

A  posterior  sjDeculum  is  passed,  the  cervix  is  seized  in  two 
American  forceps,  so  placed  that  they  catch  the  anterior  and 
posterior  lip  just  beyond  the  piece  which  is  to  be  removed,  and 
the  cervix  is  drawn  down  to  the  vulva  (r.  Fig.  162).  The 


Fig.  166. 


Fig.  166.— Schroecler's  amiratation  of  the  cervix.  The  sutiu-es  which  bring- 
together  the  siu-faces  g  and  f  {v.  Figs.  164  and  165)  are  tied,  and  the  sutiu-es 
which  close  the  bilateral  incision  are  in  position. 

Fig.  167. — The  operation  completed. 

cervix  is  then  split  transversely,  as  in  supra-vaginal  amputa- 
tion, and  so  divided  into  an  anterior  and  posterior  lip  (r.  Fig.  163, 
a,  h).  A  third  forceps  then  seizes  the  anterior  lip,  in  the  centre 
of  the  portion  Avhich  it  is  de'sired  to  remove,  and  by  means  of 
two  incisions  which  meet  one  another  in  the  depth  of  the 
cervical  tissue  the  piece  of  cervix  included  in  the  forceps  is  cut 
out  {v.  Figs.  164,  165). 
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The  first  incision  vuns  transversel}^  across  the  mucous  mem- 
brane covering  the  anterior  lip,  and  follows  the  course  shown  by 
the  line  c,  d.  The  second  incision  runs  across  the  cut  surface 
of  the  anterior  lip  and  follows  the  line  g,  h,  to  meet  the  first 
incision  in  the  depth  of  the  cervical  tissue  (Figs.  164,  165).  It 
should  cut  the  mucous  membrane  transversely  and  be  made  as 
high  up  the  cervical  canal  as  possible.  This  makes  the  opera- 
tion somewhat  diflicult,  especially  so  far  as  the  obtaining  subse- 
quent exact  coaptation  of  the  cut  edges  is  concerned.  As  a 
i-esult,  many  operators — frequently  unintentionally — perform  the 
conical  amputation  of  Simon-Marckwald  instead  of  Schroeder's 
operation. 


A  B 
Fig.  168. — Simon-Marckwald's  amputation  of  the  cervix,    a.  Ou  one  lip  the 
lines  of  incision  are  shown,  on  the  other  one  siiture  is  in  situ.    b.  The 
result  of  the  amputation.    All  sutures  in  situ  and  tied. 

Three  sutures  are  next  passed.  These  are  entered  just  inside 
the  edge  of  the  vaginal  mucous  membrane,  pass  beneath  the  raw 
surface  and  emerge  through  the  cervical  mucous  membrane. 
They  may  be  tied  at  once  in  order  to  check  bleeding,  and  bring 
the  mucous  membrane  covering  the  vaginal  portion  of  the  cervix 
into  contact  with  the  mucous  membrane  of  the  cervical  canal. 
Silkworm  gut  is  the  best  material  {v.  Figs.  164,  166). 

The  posterior  lip  is  next  treated  in  the  same  manner,  and  the 
sutures  passed  as  in  the  anterior  lip.  The  last  stage  consists 
in  passing  two  sutures  at  both  sides  of  the  os  externum  to 
bring  together  the  edges  of  the  primary  transverse  incision 
(r.  Fig.H.  166,  167). 

(b)  Simon-Marckwald' s  Operation. — This  operation  differs  from 
the  preceding  in  the  shape  of  the  removed  portion  of  cervical 


814 


PRACTICE  or  GYNAECOLOGY 


tissue.  Tlic  latter  is  wedge-sliaped,  and  little  or  no  cervical 
mucous  membrane  is  removed.  The  coaptation  of  the  cut  edges 
is  easier  tlian  in  Scliroeder's  operation,  and  there  is  con- 
sequently not  the  same  risk  of  subsequent  cicatricial  stenosis  of 
the  cervix. 

The  steps  of  the  operation  are  identical  with  those  of 
Scliroeder's  operation.  The  cervix  is  first  split  transversely, 
next  a  wedge-shaped  piece  is  moved  successively  from  each  lip, 
in  the  manner  shown  in  the  diagram  {v.  Fig.  168),  the  resultant 
gap  is  closed  with  silkworm-gut  sutures,  and  finally  the  edges 
■of  the  transverse  incision  are  similarly  brought  together. 

After-treatment. — The  after-treatment  is  the  same  as  for 
supra-vaginal  amputation  {v.  page  310). 

TEACHELORRHAPHY. 

Trachelorrhaphy  {rpax^Xog,  the  cervix;  jocK^rJ,  a  seam)  is 
the  term  applied  to  the  operation  of  sutm4ng  lacerations  of  the 
■cervix. 

Indication. — Deep  laceration  of  the  cervix  associated  with 
ectropion  of  the  cervical  mucous  membrane. 

Instruments. — The  instruments  are  the  same  as  those  required 
for  supra-vaginal  amputation  of  the  cervix  (-u.' page  308). 

Operations. — There  are  two  operations  for  the  repair  of 
•cervical  lacerations  : — 

(a)  Sanger's  operation. 

(b)  Emmet's  operation. 

(a)  Sanger's  Operation. — Sanger's  operation  is  especially  suited 
for  lacerations  which  only  involve  one  side  of  the  cervix, 
although  it  can  also  be  adopted  in  the  case  of  bilateral  lacera- 
tions if  required.  The  anterior  and  posterior  lips  are  seized  in 
American  forceps,  and  the  cervix  drawn  downwards,  and 
towards  the  side  opposite  to  that  at  which  the  laceration  is 
situated.  Two  incisions  are  then  made  one  at  either  side  of  the 
laceration  at  the  junction  of  the  scar  tissue  and  the  healthy 
mucous  membrane  (y.  Fig.  169),  and  by  extending  these  incisions 
into  the  cervical  tissue  the  mucous  membrane  lining  the  lacera- 
tion is  dissected  up  in  one  piece  and  drawn  towards  the  centre 
■of  the  cervical  canal,  with  the  object  of  forming  the  new  endo- 
■cervical  bounda  ry  of  the  laceration  (f.  Fig.  170).  Special 
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care  must  be  taken  that  all  the  cicatricial  tissue  at  the  very 
bottom  of  the  laceration  is  removed.     Sutures  of  silkworm  gut 


Fig.  169. — Sanger's  trachelorrhaphy.  The  incisions  to  be  made  at  each  side  of 
the  laceration  are  marked  by  heavy  lines.  The  arrow  points  to  the  old 
laceration. 

Fig.  170. 


Fig.  170. — Sanger's  trachelorrhaphy.  The  mvicons  membrane  of  the  laceration 
dissected  np  and  turned  inwards  in  one  piece.    Sutures  in  situ. 

Fig.  171. — Sanger's  trachelorrhaphy.  The  sutures  tied.  /.  The  remains  of 
the  flap  of  mucous  membrane  which  was  dissected  up. 

are  then  passed  at  right  angles  to  the  tear,  and  tied  in  such  a 
manner  as  to  bring  the  cut  edges  of  cervical  mucous  membrane 
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together  (Fig.  171).  The  iiuiiibex'  of  sutures  necessary  depends 
ixpon  the  size  of  the  laceration,  and  varies  between  two  and 
four.  If  there  is  a  second  laceration,  it  is  treated  in  the  same 
manner. 

(b)  Emmet's  Operation. — Emmet's  operation  is  more  radical, 
and  is  on  that  account  more  likely  to  give  a  permanent  result. 
It  is  especially  suitable  for  bilateral  lacerations.    The  lips  are 

Fig.  1Y2.  Fig.  173. 


Fig.  172. — Emmet's  tracKelorrhapliy.  The  anterior  and  posterior  lips  ai-e 
drawn  apart,    a.  The  lines  of  incision  marked  on  the  everted  surfaces. 

Fig.  173. — Emmet's  trachelorrhaphy.  The  mncoiis  membrane  surrounded  by 
the  incisions  has  been  removed.  Sutures  are  in  situ  on  one  side.  h.  Eaw 
surfaces,    c.  Strip  of  mucous  membrane  to  form  new  cervical  canal. 

seized,  as  before,  with  American  forceps,  and  drawn  apart  as  far 
as  possible.  With  the  scalpel,  a  transverse  incision  is  made 
through  the  bottom  of  the  lacerations,  in  order  to  make  them 
both  of  the  same  depth.  Two  antero-posterior  incisions  are 
then  made  on  the  exposed  face  of  the  cervix,  running  parallel 
to  what  was  formerly  the  cervical  canal,  and  about  a  quarter  of 
an  inch  apart  (r.  Fig.  172).    These  incisions  extend  through 
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the  mucous  membrane  alone,  and  the  tissue  between  them  will 
form  the  new  cervical  canal  (Fig.  173,  c).  Two  more  incisions 
are  then  made  one  at  either  side,  connecting  the  ends  of  the 
former  incisions,  as  shown.  These  follow  an  imaginary  line 
which  formerly  had  been  the  outer  limit  of  the  cervical  tear, 
and,  consequently,  the  areas  lying  between  each  of  them  and 
the  middle  line  on  the  same  side,  are  the  areas  which  must 
be  folded  on  themselves,  and  so  brought  together,  in  order  to 
restore  the  cervix  to  its  original  shape.  The  next  step  is  the 
denudation  of  these  areas.  This  is  most  easily  done  with  the 
scalpel,  and  must  be  thorough.  The  final  step  is  the  passing  of 
the  sutures.  Silkworm  gut  is  the  most  suitable  material,  and 
the  manner  in  which  each  suture  is  passed  will  be  most  easily 


Fig.  174. — Emmet's  traclielorrhaphy.    The  suimres  are  tied  on  each  side. 

understood  by  reference  to  the  diagram  {v.  Fig.  178).  Each, 
suture  must  go  down  to,  but  must  not  include,  the  strip  of 
mucous  membrane  which  has  been  left  in  the  centre.  When 
they  are  tied  the  cervix  will  present  the  appearance  shown  in 
Fig.  174. 

After-treatment. — The  after-treatment  is  the  same  as  in  the 
case  of  amputation  of  the  cervix  {v.  page  310). 


DIVISION  OF  THE  CERVIX. 

The  operation  of  division  of  the  ceiwix  is  performed  with 
the  object  of  either  increasing  the  size  of  the  cervical  canal,  or 
of  widening  the  angle  of  flexion  between  the  axes  of  the 
cervical  canal  and  of  the  body  of  the  uterus. 

Indications, — Division  of  the  cervix  may  be  indicated  under 
the  following  conditions  : — 
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(1)  Acquired  or  congenital  stenosis  of  the  cervical  canal. 

(2)  Acquired  or  congenital  acute  anteflexion  of  the  uterus. 
Instruments. — The  instruments  are  the  same  as  those  re- 
quired for  amputation  of  the  cervix  (v.  page  308). 

Operations. — Division  of  the  cervix  can  be  performed  in  two 
different  waySj  according  to  the  direction  in  which  the  cervix  is 
divided : — 

(a)  Bilateral  division,  in  which  the  cervix  is  divided  into 


A  B 


Fig.  175.— Bilateral  division  of  the  cervix.  A.  Line  of  incision.  B.  Eesiilt  of 
incision,  sutures  in  situ  on  one  side.  c.  Mucous  membrane  of  cerviciil 
canal. 

an  anterior  and  posterior  lip  by  means  of  a  trans- 
verse incision. 

(b)  Posterior  division,  in  which  a  single  incision  is  made 
vertically  in  the  middle  line  of  the  posterior  lip. 
(a)  Bilateral  Division. — Bilateral  division  of  the  cervix,  first 
introduced  by  Simpson,  is  the  more  usually  performed  mode 
of  division,  on  account  of  the  greater  ease  with  Avhich  it  is 
carried  out.  The  anterior  and  posterior  lips  arp  seized  in 
American  forceps,  and  the  cervix  drawn  well  downwards.  With 
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a  scalpel  or  stout  scissors^  the  cervix  is  split  transverse^,  as  is 
done  in  the  first  stage  of  Schroeder's  amputation  operation  {v. 
Fig.  175  a).  The  incision  is  carried  as  far  upwards  as  possible 
without  cutting  into  the  tissues  of  the  vaginal  vault.  The 
final  step  consists  in  suturing  the  mucous  membraaie  of  the 
cervical  canal  to  the  mucous  membrane  covering  the  outside  of 
the  cervix.  This  is  done  by  three  sutures  at  each  side,  as 
shown  {v.  Fig.  175  b).  In  some  cases,  there  may  be  a  difficulty 
in  bringing  the  edges  together,  owing  to  the  rigidity  of  the 
cervical  tissue.  In  such  cases,  this  proceeding  is  facilitated  by 
excising  a  boat-shaped  piece  of  cervical  tissue  from  the  wound 
surfaces  of  both  lips,  between  the  mucous  membrane  of  the 
cer\acal  canal  and  the  vaginal  mucous  membrane  (Chrobak). 
Bilateral  division  is  well  suited  for  those  cases  in  which  the 
cervical  stenosis  is  limited  to  the  region  of  the  os  externum. 
In  stenosis  of  the  internal  os,  it  is  of  no  use,  as  the  incisions  do 
not  reach  sufficiently  high. 

(b)  Posterior  Division. — Posterior  division  of  the  cervix^  intro- 
duced by  Marion  Sims,  has  two  advantages  over  bilateral 
division.  First,  there  is  not  the  same  resultant  eversion  of 
the  cervical  mucous  membrane,  and  secondly,  it  is  usually 
possible  to  carry  the  incision  sufficiently  high  to  reach  the 
internal  os.  The  operation  of  posterior  division  is  usually 
carried  out  as  follows : — Expose  the  cervix  and  seize  the 
posterior  Ivp  with  two  American  forceps,  one  a  little  to  either 
side  of  the  middle  line.  A  narrow  scalpel  is  then  passed  into 
the  canal,  and  by  cutting  from  within  outwards,  and  from 
the  external  os  upwards,  the  posterior  lip  is  divided  in  the 
middle  line  up  to  the  vaginal  vault  {v.  Fig.  176).  Then,  by 
carrying  the  point  of  the  scalpel  up  to  the  internal  os,  the 
fibres  of  the  latter  can  be  divided  also  in  the  middle  line. 
The  latter  incision,  however,  must  only  extend  through  half 
the  thickness  of  the  cervical  tissue,  as,  if  it  traversed  the 
entire  thickness,  it  would  emerge  above  the  line  of  posterior 
peritoneal  reflection.  Two  sutures  are  then  passed,  one  at 
either  side,  and  as  high  as  possible,  with  the  object  of  bringing 
the  mucous  membrane  which  lines  the  cervical  canal  into  con- 
tact with  the  mucous  membrane  which  covers  the  cervix.  A 
small  whole-curved  needle  threaded  with  stout  silkworm  gut  is 
entered  through  the  mucous  membrane  lining  the  cer^'ical  canal 
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iit  one  side  of  the  in.cision,  as  high  as  can  be  reached,  and 
made  to  emerge  at  a  corresponding  point  in  the  cervical  cover- 
ing mucous  membrane  {v.  Fig.  177).  A  similar  suture  is  then 
passed  at  the  opposite  side  of  the  incision,  and  the  two  are 
tied  across  the  face  of  the  cut  surface,  in  such  a  manner  as  to 
bring  the  two  mucous  membranes  into  contact. 

A  simple  and  extremely  useful  modification  of  this  operation 
has  been  introduced  by  Dudley.  Its  ad^^antages  are  : — that  no 
raw  surface  is  left  to  heal  by  granulation,  as  almost  always 


Pig.  176. — Posterior  division  of  the  cervix,    a.  Line  of  incision. 

happens  in  the  ordinary  posterior  division ;  and  that,  as  well  as 
correcting  the  stenosis,  it  corrects  to  a  great  extent  the  patho- 
loo-ical  flexion  of  the  canal  which  is  so  often  present.  It  is 
performed  as  follows  :— The  anterior  lip  of  the  cervLx  is  seized 
with  a  forceps  in  the  middle  line- and  the  posterior  lip  divided 
as  has  been  just  described  {v.  Fig.  176).  In  this  way,  two 
raw  edges  are  obtained  which  run  the  length  of  the  vaginal 
cervix  The  centre  of  both  these  raw  edges  is  then  caught 
in  a  forceps  and  drawn  apart  laterally,  with  the  result  that 
the  space  between  the  edges  becomes  lozenge-shaped,  and  the 
OS  externum  tends  to  approach  the  posterior  fornix  [v.  Fig.  178). 
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Two  sutures,  one  at  each  side,  are  then  passed,  with  the  object 
of  drawing  the  os  externum  up  to  the  top  of  the  fornix,  and  of 
turning-  the  original  vertical  incision  into  a  transverse  one,  in 
the  centre  of  which  will  be  the  new  os  externum.  The  passage 
of  these  sutures  is  the  only  troublesome  part  of  the  operation. 
A  small  curved  needle,  threaded  with  silkworm  gut,  is  entered 
throuffh  the  covering  mucous  membrane  of  the  cervix  at  one 
side,  and  as  near  the  top   of  the  incision   as   possible.  It 


Fi&.  177. — Posterior  division  of  the  cervix.    Eesiilt  of  incision,  sutares  in  situ 
on  one  side.    a.  Cut  edge  of  posterior  lip. 

emerges  through  the  mucous  membrane  of  the  cervical  canal, 
and  is  again  passed  from  within  outwards  through  the  cervical 
tissue  of  the  same  side,  and  at  the  same  distance  from  the  tip 
of  the  cervix  that  it  was  first  entered  from  the  vaginal  vault 
{v.  Fig.  178).  A  similar  suture  is  then  passed  through 
the  opposite  side  of  the  cervix.  If  aaecessary,  a  second 
suture  may  be  passed  at  each  side.  Wlien  the  sutures  are 
tied,  the  os  externum  is  drawn  up  to  the  vaginal  vault  and  each 
raw  surface  is  folded  over  on  itself,  so  causing  its  complete  dis- 
appearance {v.  Fig.  179).  The  drawing  up  of  the  os  externum 
will  widen  the  angle  of  flexion  between  the  axes  of  the  cervix 

21 
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and  of  the  body  of  the  uterus ;  while  the  accurate  apposition  of 
the  raw  surfaces  to  one  another  will  very  much  facilitate  the  pro- 
cess of  healing,  and,  by  preventing  granulation  and  subsequent 
contraction  of  the  tissues,  will  afford  a  better  result  than  a  simple 
posterior  division.  The  steps  and  consequence  of  the  operation 
will  be  more  easily  understood  by  reference  to  the  diagrams. 
After-treatment. — The  uterus  is  plugged  lightly  with  iodo- 

TiG.  178. 


Fig.  179. 


Pia  178  —Dudley's  posterior  division.    The  maimer  in  which  the  cervix  is 
dra^vn  apart  after  division,  and  in  which  the  sntui-es  are  inserted,    a,  a 
and  h,  b.  cut  surfaces  of  posterior  lip.    c.  Os  externtun. 
Fig.  179.— Dudley's  posterior  division.    The  sutures  tied.    Letters  as  before. 

form  gauze,  and  also  the  vagina.  Both  plugs  are  removed  on 
the  evening  of  the  second  day.  The  patient  may  be  allowed 
up  in  from  eight  to  ten  days,  and  the  sutures  are  to  be  re- 
moved on  the  twenty-first  day. 


DILATATION  OF  THE  CERAaX. 

Dilatation  of  the  cervix  is  perhaps  the  most  commonly  per- 
formed gyntecological  operation. 
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Indications. — Dilatation  of  the  cervix  is  indicated  in  two 
classes  of  cases  : — 

(1)  As  a  preliminaiy  to  intra-uterine  procedures,  either 

diagnostic  or  curative,  in  order  to  obtain  sufficient 
room  to  pass  the  necessary  instruments  through  the 
cervical  canal. 

(2)  As  a  mode  of  treatment  in  stenosis  of  the  cervix. 
Instruments. — As  will  be  seen,  dilatation  of  the  cervix  may 

be  carried  oat  gradually  or  rapidly.  For  gradual  dilatation, 
the  following  instruments  are  required : — A  jDOsterior  speculum, 
two  American  forceps,  a  sound,  sea-tangle  tents,  iodoform 
gauze,  and  a  set  of  Hegar's  dilators.  For  rapid  dilatation,  the 
same  instruments  are  required  with  the  exception  of  the  tents 
{v.  Figs.  7,  8,  104). 

O'peration. — Dilatation  of  the  cervix  may  be  cari-ied  out  by 
slowly-acting  measures  which  take  several  days  to  bring  about 
the  required  result — gradual  dilatation,  or  by  rapid  measures 
which  obtain  the  necessary  dilatation  in  from  five  minutes  to  a 
quarter  of  an  hour — rapid  dilatation. 

Gradual  Dilatation. — Grradual  dilatation  is  the  method  which 
is  indicated,  in  conjunction  with  a  certain  amount  of  preliminary 
rapid  dilatation,  in  cases  in  which  dilatation  above  the  size  of 
a  No.  8  or  No.  10  Hegar's  dilator  is  necessary. 

Grradual  dilatation  can  be  obtained  in  three  ways,  as  has 
already  been  mentioned  {v.  page  13)  ;  they  are  as  follows  : — 

(1)  By  the  use  of  sea-tangle  tents.     This  is  the  most 

commonly  employed  method. 

(2)  By  hydrostatic  dilators.    This  form  of  dilator  is  rarely 

used  in  gyneecological  practice. 

(3)  By  the  introduction  of  a  succession  of  firmly  applied 

intra-uterine  tampons  of  iodoform  gauze.  Each  tam- 
pon is  allowed  to  remain  in  situ  for  twenty-four 
hours,  and  the  process  as  a  rule  requires  to  be  per- 
formed some  six  or  eight  times  to  obtain  the  necessary 
dilatation. 

Rapid  Dilatation.— Rapid  dilatation  is  accomplished  by  means 
<;f  Hegar's  graduated  dilators.  The  method  of  using  them 
will  be  described  below.  As  a  rule,  it  is  not  possible  to 
dilate  the  cervix  above  the  size  of  a  No.  8  or  No.  10  Hegar 
at  one  sitting  without  causing  laceration  of  the  cervical  tissue. 
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but  this  size  is  sufficient  to  permit   of  curetting  being  per- 
formed. 

In  order  to  obtain  the  maximum  amount  of  dilatation  of  the 
cervix,  both  rapid  and  gradual  dilatation  must  be  resorted  to. 
The  method  is  as  follows  : — 

Commence  by  dilating  the  cervix  with  Hegar's  dilators  as  far 
as  is  possible  without  causing  laceration,  i.  e,  up  to  about  a 
No.  8  or  No.  10.  To  do  this,  pass  a  posterior  speculum,  seize 
the  anterior  cervical  lip  in  one  American  forceps  and  the  pos- 
terior in  another,  and  draw  the  uterus  down  as  far  as  possible. 
Then,  pass  the  sound  into  the  uterus  in  order  to  ascertain  the 
length  and  the  direction  of  the  cavity,  and  wash  the  latter  out 
by  means  of  a  Bozemann's  catheter.  Next,  push  through  the 
inner  os  the  largest  sized  Hegar's  dilator  which  will  pass.  This 
is  as  a  rule  about  No.  4.  Allow  it  to  remain  in  situ  for  a 
moment  and  then  withdraw  and  pass  the  next  largest  size,  then 
the  next,  and  so  on  until  it  is  apparent  by  the  amount  of 
resistance  experienced  that  the  passage  of  a  larger  dilator 
would  cause  a  lacei'ation. 

As  soon  as  this  point  is  reached,  further  dilatation  by  means 
of  Hegar's  dilators  is  given  up,  and  as  many  sea-tangle  tents 
as  the  cervix  mil  hold,  using  small  tents  in  preference  to  large 
ones,  are  passed  into  the  cervLx,  taking  care  that  they  project 
slightly  through  the  inner  os  into  the  uterine  cavity.  These 
tents  are  allowed  to  remain  in  situ  for  twenty-four  hours,  and 
are  then  removed.  The  cervix  is  again  dilated  with  Hegar's 
dilators  up  to  No.  23  to  25,  and  a  fresh  set  of  tents  _  is 
inserted  and  allowed  to  remain  in  situ  for  a  further  period 
of  twenty-four  hours.  At  the  end  of  this  time,  the  cervix  is 
usually  sufficiently  dilated  for  any  procedure.  If,  however, 
owing  to  its  great  rigidity,  it  is  not,  a  fresh  set  of  tents  is 
again  inserted.  Bach  time  the  tents  are  inserted,  a  hght 
tampon  of  iodoform  gauze  is  placed  in  the  vagina,  both  Avith 
the  object  of  guarding  the  mucous  membrane  and  to  prevent 

decomposition.  •    •    i  j 

After-treatment.— The  patient  should  always  remam  m  bed 
for  a  few  days  after  dilatation  has  been  performed.  Beyond 
this,  no  special  after-treatment  is  necessary. 
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CURETTING. 

Curetting,  curettement,  and  curettage  are  the  various  terms 
applied  to  the  operation  by  which  the  mucous  membrane  lining 
the  uterus  is  removed,  either  for  the  purpose  of  diagnosis,  or  in 
order  to  cure  some  pathological  condition. 

Indications. — Curetting,  as  a  remedial  operation,  is  indicated 
in  all  forms  of  endometritis,  whenever  the  latter  does  not 
rapidly  respond  to  milder  treatment.  Curetting,  as  a  diagnostic 


Fig.  180. — Hegar's  curette. 


operation,  is  indicated  whenever  there  is  a  continuous  or  often 
recurring  discharge — either  hEemorrhagic  or  purulent — the  exact 
cause  of  which  cannot  be  discovered  by  other  means. 

Instruments. — The  following  instruments  are  required  : — Two 
American  forcej)s ;  a  posterior  speculum ;  Hegar's  dilators,  or 
some  modification  of  them;  Bozemann's  catheter;  uterine  sound; 
and  at  least  two  curettes,  one  for  the  fundus,  the  other  for  the 
sides  of  the  uterus  {v.  Figs.  7,  8,  10,  104,  180—183). 

Of  the  many  different  forms  of  curette  in  use  perhaps  the 
most  generally  useful  are  Martin's,  Hegar's,  and  Sims'  flexible 
curette  {v.  Figs.  180 — 183).    If  a  douche  curette  is  required, 


Fig.  181. — Sims'  ciirette. 


Rheinstadter's  is  the  most  serviceable  [v.  Fig.  183).  Martin's 
curette  can  be  used  for  both  the  fundus  and  sides  of  the  uterus, 
but  it  is  perhaps  most  suited  for  the  foi-mer.  Hegar's  curette 
is  most  suitable  for  the  sides;  it  Avill  not  curette  the  fundus. 
Sims'  curette  can  be  made  to  serve  for  both  purposes  by 
altering  the  bend  of  the  stem  as  is  required ;  it  will  not  as  a 
rule  remove  as  large  pieces  of  mucous  membrane  for  macro-  or 
microscopical  examination  as  will  Hegar's. 

Operation. — In  the  majority  of  cases,  before  starting  to 
curette,  it  is  necessary  to  dilate  the  cervical  canal  in  order  to 
enable  the  curette  to  enter  {v.  page  322).    Dilatation  up  to  the 
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size  of  a  No.  8  Hegar's  dilator  will  usually  be  quite  sufficient. 
The  proceeding  is  then  carried  out  as  follows  : — Expose  the 
/  cervix  by  passing  a  posterioi^^sp^eculum,  and^  after  djlatatjen,  i_ 
introduce  Avhatever  curette  it  is  intended  to  use  on  the  sides 
of  the  uterus.  The  author  recommends  a  Hegar's  cui'ette,  of 
the  largest  size  that  will  pass  through  the  cervix,  for  this 
purpose.  Pass  the  curette  up  to  the  fundus,  which  will  be 
recognised  by  the  resistance  it  offers,  and  note  the  length  of  the 
uterine  cavity.    This  is  always  an  important  preliminary  to  the 


Fig.  182. — Martin's  curette. 

operation,  as  it  enables  us  subsequently  to  recognise  at  once  if 
the  curette  passes  through  the  uterine  wall,  an  accident  which 
is  much  more  common  than  is  generally  supposed.  The  curette 
is  then  drawn  downwards  from  the  fundus  to  the  inner  os,  with 
its  cutting  edge  in  contact  with  the  endometrium.  It  is  again 
passed  up  to  the  fundus,  and  drawn  down  in  a  similar  manner 
over  the  uterine  wall  with  just  sufficient  change  of  direction  to 
make  it  travel  over  fresh  tissue.  In  this  manner,  the  interior 
of  the  uterus  is  gone  over  systematically  a  couple  of  times,  so 
as  to  ensure  that  no  spots  are  left  untouched.     The  curette 


Fig.  183.— Elieinstadter's  flushing  curette. 

which  it  is  intended  to  use  on  the  fundus  is  then  introduced, 
and  for  this  purpose  the  author  recommends  either  Martin's  or 
Sims'  curette.  If  the  latter  is  used,  the  handle  must  be  so  bent 
that  the  cutting  edge  is  the  highest  point,  as  otherwise  this  edge 
would  not  come  into  contact  with  the  fundus.  The  fundus  is 
curetted  by  a  lateral  movement  of  the  curette  from  left  (the 
patient's)  to  right.  The  knowledge  of  the  exact  amount  of 
force  with  which  it  is  desirable  to  make  the  curette  press  against 
the  mucous  membrane,  can  only  be  obtained  by  experience. 
Speaking  generally,  the  amount  of  force,  which  Avill  just  cause 
the  uterine  muscle-fibre  to  impart  a  sensation  to  the  hand  as  if 
the  curette  was  travelling  over  a  rough  surface,  is  the  correct 
amount  to  use. 
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As  soon  as  the  entire  surface  of  the  uterus  has  been  well 
scraped,  the  fragments  of  mucous  membrane  are  washed  away 
with  a  Bozemann's  catheter.  A  caustic  solution,  such  as 
chloride  of  zinc  50  per  cent,  or  iodised  phenol/  may  be  then 
injected  by  means  of  a  Braun's  syringe  {v.  Fig.  48),  while  at 
the  same  time  a  continuous  stream  of  water  is  allowed  to  flow 
over  the  vaginal  mucous  membrane  in  order  to  prevent  the 
caustic  from  acting  upon  the  latter.  The  uterus  is  finally 
washed  out  in  order  to  remove  any  excess  of  caustic,  and 
plugged  tightly  with  iodoform  gauze. 

Complications. — With  the  exception  of  sepsis,  there  is  no  very 
important  complication  that  can  occur  except  the  perforation  of 
the  uterus  by  the  sound  or  curette.  The  latter  accident  owes 
its  accompanying  risk  to  the  possibility  of  its  permitting  or 
causing  the  introduction  of  septic  germs  into  the  peritoneal 
cavity,  rather  than  to  any  special  danger  due  to  the  breach  of 
surface  of  the  uterus.  Perforation  of  the  uterus  in  the  course 
of  an  aseptically  carried  out  operation  is  of  the  most  trifling- 
importance.  Perforation  of  the  uterus  when  the  interior  of 
the  latter,  or  the  perforating  instrument,  is  septic  will  very 
frequently  lead  to  fatal  results. 

After-treatment. — The  uterine  plugging  is  to  be  removed  on 
the  evening  of  the  following  day.  The  patient  ought  to  remain 
in  bed  until  all  htemorrhagic  discharge  has  ceased.  It  is  usually 
advisable  to  inject  the  uterus  with  a  caustic  solution  once  or 
twice  during  the  month  succeeding  the  curetting. 

ATMOCAUSIS  AND  ZESTOCAUSIS. 

The  term  atmocausis,  as  used  in  gynsecology,  is  applied  to 
the  cauterisation  of  the  endometrium  by  superheated  steam. 
The  term  zestocausis  is  applied  to  the  cauterisation  of  the 
endometrium  by  means  of  a  metal  catheter,  which  is  heated 
by  superheated  steam.  The  use  of  the  caustic  effect  of 
superheated  steam  was  introduced  in  1886  into  gyngecological 
practice  by  Snegirew,  with  the  object  of  providing  a  method 
of  treating  certain  cases  of  uterine  hasmorrhage,  which 
did  not  improve  under  the  ordinary  methods  of  treatment. 
The  original  apparatus  devised  for  this  purpose  by  Snegirew 
*  Iodine  one  part,  carbolic  acid  (pure)  three  parts. 
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has  been  greatly  improved  by  Pincus,  tlie  indications  for  and 
contra-indications  to  its  use  have  been  rendered  more  precise, 
and  the  procedure  has  been  converted  from  one  which  was 
somewhat  crude  and  uncertain  to  one  which  is  commencing  to 
take  its  place  as  a  recognised  gynaecological  operation  of  con- 
siderable importanee  and  value.  As  yet,  its  adoption  is  by  no 
means  general,  but  it  is  more  than  probable  that  in  the  future 
it  will  come  into  more  general  use.  The  author  regrets  that 
he  is  unable  to  write  from  an  experience  of  the  use  of  the 
instrument.  He  draws  the  following  short  account  from  a  most 
interesting  review,  which  appeared  in  the  'British  Gryngecological 
Journal '  for  August,  1903,  of  Pincus^  work  on  the  use  of  high- 
pressure  steam  in  gyna3cology.  The  operation  has  been  intro- 
duced for  but  a  short  time,  but,  as  proof  that  it  has  been 
thoroughly  tried  by  gynaecologists  who  are  capable  of  forming 
an  opinion  of  its  merits,  it  may  be  mentioned  that  it  has  re- 
ceived the  sanction  of  v.  Winckel  and  Fritsch  in  Germany,  of 
Macan  in  Ireland,  and  of  Simpson  in  Scotland.  It  has  also 
been  successfully  adopted  by  many  other  Continental  and 
American  gyngecologists.  In  1899,  Pincus  was  able  to  collect 
the  records  of  833  cases  from  nearly  every  quarter  of  the  globe, 
and  of  these  749  were  returned  as  either  cured  or  greatly 
improved. 

The  effects  of  the  operation  may  be  divided  into  two  groups : — 
immediate  effects,  and  remote  effects.  The  immediate  effects 
are  as  follows  : — 

(1)  Stimulation  of  the  muscle-fibre  of  the  uterus  by  the 

heat. 

(2)  Cauterisation  of  the  mucous  membrane  and  the  uterine 

muscle,  by  the  same  agent. 

(3)  A  secondary  stimulation  of  the  muscular  fibre,  due  to 

the  absorption  of  the  condensed  water. 
The  remote  effects  are  as  follows  : — 

(1)  A  powerful    and    continuous   muscular  contraction 

leading  to  involution. 

(2)  A  profuse  discharge  which  produces  a  change  in  the 

nutrition  of  the  parts  and  carries  away  infective 
germs. 

(3)  The  formation  of  a  wall  of  granulation  tissue  beneath 

the  superficial  necrosis  caused  by  the  steam. 
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(4)  An  increased  flow  of  blood  to  the  uterus  during  the 
period  of  reaction.  , 
Indications. — The  indications  for  atmocausis  or  zestocausis 
as  given  by  Pincus  may  be  divided  into  two  groups  :— absolute 
indications  and  relative  indications.    The  absolute  indications 
for  atmocausis  are  as  follows  : — 

(1)  Uterine  heemorrhage  which  is  not  relieved  or  cured  by 

the  usual  measures,  and  which  is  associated  with  or 
due  to  the  following  conditions  : — 

(a)  The  preclimacteric  period. 

(b)  HEemophilia. 

(c)  Certain  cases  of  myomata  in  which  operation  is 

contra-indicated  or  impossible,  and  inoperable 
cancer  of  the  body  of  the  uterus. 

(d)  Heemorrhagic  endometritis. 

(e)  Haemorrhage  the  result  of  subinvolution. 

(2)  To  produce  sterility  in  women  with  incurable  diseases, 

the  course  of  which  is  prejudicially  aifected  by 
pregnancy,  such  as  nephritis,  phthisis,  and  cardiac 
disease. 

The  relative  indications  for  atmocausis  are  as  follows : — 

(1)  Subinvolution  which  does  not  yield  to  treatment. 

(2)  Cases  of  metritis  in  which  the  use  of  the  cui-ette  is 

indicated,  either  as  an  alternative  or  complementary 
to  the  latter. 

(8)  Certain  cases  of  bacterial  infection  of  the  uterus,  such 
as  : — 

(a)  Tuberculosis  of  the  uterus. 
(6)  Gronorrhoeal  endometi'itis. 
(c)  Septic  or  saprophytic  endometritis. 
The  absolute  indications  for  zestocausis  are  as  follows  : — 

(1)  When  it  is  desired  to  cauterise  certain  circumscribed 

portions  of  the  endometrium,  as  the  uterine  cornua. 

(2)  Certain  cases  of  dysmenorrhoeal  endometritis. 
The  relative  indications  are  as  follows  :  — 

(1)  When,  in  a  small  nulliparous  uterus,  the  use  of  the 

curette  is  indicated  for  inflaiumation,  we  may  use  the 
zesto-cautery  either  instead  of  or  in  combination 
with  it. 

(2)  In  cases  of  obstinate  endocervicitis  and  erosion,  a 
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being  a  mildei^  application  than  the  thermo-cauter}' 
or  operative  measures. 
Contra-indications. — As  is  only  to  be  expected,  certain  con- 
ditions are  laid  down  as  contra-indications  to  atmocausis  or 
zestocausis.     Atmocausis  is  contra-indicated  under  the  follow- 
ing circumstances  : — 

(1)  If  there  is  a  possibility  or  certainty  of  the  case  being 

one  of  malignant  disease  of  the  uterus. 

(2)  If  there  are  any  inflammatory  or  painful  complications 

of  the  adnexa  or  the  parametrium^  especially  tubal 
enlargements. 

(3)  When  there  is  any  exacerbation  of  the  symptoms  of 

the  patient  during  menstruation. 

If  the  patient  complains  of  acute  pain  during  the  applica- 
tion of  the  steam,  the  operation  must  be  at  once  stopped. 

Zestocausis  is  contra-indicated  in  all  cases  in  v/hich  the 
uterine  walls  are  thinned  and  relaxed. 

Instruments. — ^The  improved  apparatus  devised  by  Pincus 
consists  of  the  following  pieces  : — 

(1)  A  boiler  of  about  twenty-one  fluid  ounces  capacity, 
capable  of  resisting  a  pressure  of  over  two  and  a  half  atmo- 
spheres, and  fitted  with  a  thermometer  and  safety  valve. 

(2)  An  intra-uterine  catheter  somewhat  resembling  a  Boze- 
mann^s  catheter,  with  a  wooden  handle,  two-way  stopcock,  and 
three  end-pieces  for  use  according  to  the  nature  of  the  case. 
The  end-pieces  for  use  in  atmocausis  are  open  at  the  ends  to 
allow  the  steam  to  escape  into  the  uterus,  those  for  use  in 
zestocausis  are  closed  at  the  end.  The  catheter  is  connected 
with  the  boiler  by  a  stout  rubber  tube  of  the  necessary  length. 

(3)  A  set  of  short  Avooden  specula,  to  protect  the  vaginal 
walls  from  the  escaping  steam. 

(4)  Two  specially  made  volsellum  forceps,  with  removable 
handles  to  enable  the  speculum  to  be  passed  over  the  forceps 
after  the  removal  of  the  handles. 

Opeo-ation. — The  use  of  an  anaesthetic  is  not  only  unnecessary 
but  inadvisable.  The  occurrence  of  pain  is  a  contra-indication 
to  the  continuation  of  the  procedure,  and  for  this  reason  it  is 
well  that  the  patient  should  be  conscious  of  what  is  going  on. 
If  the  case  is  a  suitable  one,  the  discomfort  arising  fi-om  the  use 
of  the  steam  is  very  slight.     The  patient  is  placed  on  her  back. 
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in  the  usual  position,  and  the  cervix  is  seized  with  a  forceps  and 
drawn  down.  The  first  step  of  the  operation  consists  m  the 
dilatation  of  the  cervix  to  the  necessary  size  to  allow  the  fibre- 
protected  catheter  to  he  readily  introduced.  This  dilatation 
may  be  effected  either  by  laminaria  tents,  previously  introduced, 
or  byHegar's  dilators.  The  interior  of  the  uterus  is  then  care- 
fully washed  out,  and  any  contained  dehris  removed.  Previous 
to  this,  the  boiler  has  been  filled  and  the  necessary  head  of 
steam  obtained.  The  amount  of  water  placed  in  the  boiler 
depends  upon  the  temperature  at  which  it  is  proposed  to  use  the 
steam.  For  temperatures  of  100  C.  to  105  C.  (212°  F.  to  221°  F.), 
seven  ounces  of  water  are  poured  into  the  boiler,  and  for  tem- 
peratures of  105  C.  to  115  C.  (221°  F.  to  239°  F.),  eleven  ounces. 
The  usual  temperature  at  which  the  steam  is  used  is  HOC- 
US C.  If  there  is  hemorrhage,  it  is  well  to  use  a  three  per 
cent,  solution  of  formalin  instead  of  plain  water.  For  ordinary 
cases,  the  revolver  burner  is  the  best,  but  for  the  lower  tem- 
peratures, or  if  there  is  any  delay  in  the  operation,  the  double 
burner  is  used,  of  which  only  one  side  need  be  lighted.  If  the 
two-way  cock  is  placed  obliquely,  no  steam  can  escape  from  the 
boiler,  and  consequently  the  temperature  rapidly  rises.  The 
rate  at  which  this  occurs  can  be  regulated  by  the  amount  of 
steam  which  is  allowed  to  escape,  and  by  the  kind  of  burner 
which  is  used.  The  apparatus  should  stand  on  a  table  or  on  a 
specially  constructed  stand. 

As  soon  as  everything  is  ready,  the  two-way  cock  is  placed 
transversely,  and  any  condensed  water  that  has  collected  in  the 
india-rubber  tube  is  expelled.  The  point  of  the  catheter  is  now 
depressed,  and  the  cock  turned  through  a  quarter  of  a  circle, 
the  steam  then  escapes  through  the  catheter,  warming  the 
Avhole  apparatus,  and  clearing  out  any  still  remaining  water. 
The  cock  is  now  turned  back  till  it  is  nearly  transverse,  and, 
the  handle  of  the  instrument  being  a  little  depressed,  the  cathe- 
ter is  quickly  introduced  into  the  uterus.  As  soon  as  the 
internal  os  is  completely  blocked  by  the  cervix-protector,  the- 
cock  is  slowly  turned  so  as  to  point  along  the  tube  of  the 
catheter.  The  steam  is  thus  gradually  admitted  into  the  uterus,, 
and  is  allowed  to  escape  for,  as  a  rule,  fifteen  seconds,  com- 
mencing to  count  at  the  moment  the  steam  begins  to  escape 
from  the  waste  steam  tube.   The  catheter  should  not  be  allowed 
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to  remain  in  one  position  in  tlie  uterus,  but  should  be  moved  a 
little  from  side  to  side,  so  as  to  avoid  the  risk  of  contact 
necrosis.  The  fibre  cervix-protector  must  never  be  so  far 
drawn  out  as  to  leave  the  inner  os  unprotected,  and  if  steam 
escapes  from  the  cervix  the  catheter  nmst  be  at  once  with- 
drawn. The  operation  should  be  shortened  in  proportion  to 
the  readiness  the  uterus  shows  to  contract,  the  amount  of  con- 
traction of  the  uterus  being  determined  by  the  hand  placed  on 
the  fundus.  Before  removing  the  catheter  from  the  uterus,  the 
steam  must  be  shut  off  by  turning  the  stop-cock  either  obliquely 
or  transversely.  The  catheter  should  at  once  be  removed  should 
the  return  tube  become  stopped,  except  in  cases  of  bad  haBmor- 
rhage,  as  the  stoppage  of  the  tube  causes  the  tension  and  heat 
of  the  steam  to  rise  and  thus  increases  its  hsemostatic  action. 
In  other  cases,  the  tube  should  be  cleared  out  thoroughly,  the 
uterus  washed  out  with  a  one  per  cent,  solution  of  peroxide  of 
hydrogen,  and  the  catheter  again  introduced.  In  estimating 
the  time  during  which  the  steam  should  be  allowed  to  work,  we 
must  take  into  consideration  the  size  of  the  uterine  cavity,  the 
thickness  of  its  walls,  and,  above  all,  the  contractility  of  its 
muscular  fibre,  the  rule  being  to  use  the  highest  possible 
temperature  for  the  shortest  possible  time. 

To  perform  zestocausis,  a  temperature  of  115°  C.  is  always 
necessary.  A  special  end-piece  closed  at  the  tip  is  used, 
through  which  the  steam  can  circulate  without  escaping  into 
the  uterus.  Its  stem  is  covered  with  indiarubber  tubing  which 
can  be  slipped  up  or  down  in  order  to  expose  any  desired 
amount  of  the  tip.  The  cautery  is  passed  through  the  cervix 
as  if  for  atmocausis,  and  the  tip  is  brought  into  contact  vnth 
the  uterine  wall  at  whatever  point  it  is  desired  to  cauterise  and 
left  there  for  ten  to  fifteen  seconds.  If  the  patient  complains  of 
much  pain,  the  operation  must  be  immediately  suspended,  and  a 
search  made  to  determine,  if  possible,  the  cause. 

After-treatment. — After  the  performance  of  atmo-  or  zesto- 
causis, the  patient  should  remain  in  bed  for  at  least  three  or 
four  days. 
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EEMOVAL  OF  SUBMUCOUS  MYOMATA. 

Under  this  heading  are  grouped  operations  for  the  removal 
of  pedunculated  and  sessile  submucous  myomata,  whether 
oTOwino-  from  the  cervix  or  body  of  the  uterus. 

Indications.— The  removal  of  all  polypoid  submucous  myo- 
mata, and  of  all  sessile  myomata,  of  whatever  size  they  may  be, 
which  protrude  sufficiently  into  the  uterine  cavity  to  permit  of 
their  being  removed  without  the  accompanying  removal  of  the 
uterus,  is  indicated  as  soon  as  they  are  recognised,  as  the  longer 
such  tumours  are  left  the  larger  they  grow,  and  the  more 
difficult  their  removal  becomes. 

Instruvients— The  following  instruments  are  required  : — A 


Fig.  184. — ^Large  volsellum  witli  strong  teeth,  for  morcellation. 

posterior  speculum,  a  couple  of  American  forceps,  large-sized 
Hegar's  dilators  [v.  Figs.  7,  8,  104),  three  or  four  large  volsellfB 
{v.  Fig.  184),  a  pair  of  strong  blunt-pointed  scissors,  an  uterine 
sound,  and  a  Schultze's  spoon  forceps  {v.  Fig.  185). 

Operation. — In  the  case  of  polypi  springing  from  the  cervix, 
or  which  have  been  expelled  fi'oni  the  uterus,  with  a  thin 
pedicle,  removal  is  easily  accomplished  by  taking  a  firm  grip  of 
the  tumour  with  an  American  forceps  or  large  volsellum  and 
rotating  it  until  the  pedicle  gives  way.  If  the  pedicle  is  too 
stout  to  permit  of  this,  it  can  be  divided  by  scissors  after 
ligation  of  it,  if  it  comes  from  the  uterus.  If  the  tumour  springs 
from  the  cervix,  the  base  of  the  pedicle  can  be  excised  by  a 
wedge-shaped  incision,  and  the  edges  of  the  wound,  thus  caused, 
brought  together  by  sutures. 

If  the  tumour  lies  entirely  inside  the  uterus,  the  cervix  must 
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be  dilated  by  means  of  sea-tangle  tents  a,nd  Hegar's  dilators  as 
has  been  described  {v.  page  322),  until  the  finger  can  be  passed 
into  the  uterine  cavity.  Then,  if  the  tumour  is  pedunculated, 
it  can  be  removed  by  twisting,  in  one  piece  if  it  is  not  too 
large  to  be  brought  through  the  cervical  canal,  or  after 
fragmentation — morcellation — if  the  reverse  is  the  case.  This 
fragmentation  is  accomplished  by  seizing  the  tumour  in  two 
stout  volsellffi,  one  of  which  is  used  to  steady  it,  while  the  portion 
gripped  in  the  other  i^  cut  out  with  strong  scissors.  Another 
piece  is  then  seized  with  the  forceps  which  has  been  removed, 
to  be  in  turn  cut  out,  and  so  on,  until  the  tumour  is  sufficiently 
reduced  in  size  to  pass  through  the  cervix. 

If  the  tumour  is  sessile,  but  at  least  half  of  it  protruding  into 


Fig.  185. — Smyly's  modification  of  SchtJtze's  spoon  forceps  for  removing' 

submucous  myomata. 

the  uterine  cavity,  it  can  be  removed  by  means  of  Schnitzels 
spoon  forceps.  For  this  the  cervix  must  be  dilated  as  widely 
as  possible^  and  then,  under  guidance  of  the  finger,  the  forceps 
is  introduced  and  a  portion  of  the  lowest  part  of  the  tumour 
close  to  its  insertion  into  the  uterus  is  seized  and  brought  away, 
partly  by  the  cutting  action  of  the  blades  of  the  forceps  and 
partly  by  twisting  it  out.  Another  piece  is  then  seized  and 
similarly  removed,  and  so  on,  keeping  at  first  round  the  base  of 
the  tumour  as  far  as  possible.  By  this  means  a  considerable 
portion  is  removed,  and  the  capsule  is  gradually  sufficiently  cut 
through  to  permit  of  the  remainder  of  the  tumour  being  brought 
away  en  masse.  In  the  case  of  a  large  myoma,  the  process  can 
be  hastened  by  seizing  pieces  in  a  stout  volsellum  and  cutting 
them  away  with  scissors  or  a  scalpel. 

When  the  whole  of  the  tumour  has  been  removed,  the  uterus 
is  plugged  tightly  with  iodoform  gauze.    A  hypodermic  injection 
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of  ergot  should  also  be  given  to  promote  strong  contraction  of 
the  uterus. 

After-treatment.— The  gauze  plug  is  to  be  removed  on  the 
evening  of  the  second,  or  the  morning  of  the  third  day.  If 
there  is  much  discharge  and  the  uterus  is  large,  the  hypodermic 
injection  of  ergot  may  be  continued  daily  for  a  week.  After  the 
uterus  has  returned  to  its  normal  size  it  is  frequently  advisable 
to  curette  the  cavity,  in  order  to  cure  the  endometritis  which 
is  almost  always  associated  with  a  myoma. 

Complications. — Two  serious  complications  may  occur  during 
the  removal  of  a  sessile  myoma  : — an  extensive  opening  may  be 
made  into  the  peritoneal  cavity  through  the  base  of  the  tumour ; 
and,  in  the  case  of  a  myoma  springing  from  the  fundus  of  an 
inverted  uterus,  a  portion  of  the  uterus  may  be  removed.  In 
the  former  case,  if  the  opening  is  not  very  large  and  there  is  no 
extreme  hsemorrhage,  it  will  probably  be  sufficient  to  plug  the 
uterus  Avith  iodoform  gauze  in  the  ordinary  manner.  The 
patient  must  be  carefully  watched,  as,  if  intra-peritoneal  ha3mor- 
rhage  occurs  it  will  be  necessary  to  remove  the  uterus,  or  at  any 
rate  to  perform  a  ventral  coeliotomy,  in  order  to  suture  the 
opening.  In  the  case  of  the  removal  of  part  of  an  inverted 
uterus,  vaginal  hysterectomy  is  the  most  suitable  treatment. 

CUEETTING  A^^TD  CAUTERISATION  OF  IRREMOVABLE 
MALIGNANT  DISEASE. 

The  most  suitable  treatment  for  those  cases  of  malignant 
disease  of  the  uterus  or  vagina  which  are  too  advanced  for 
radical  treatment,  is  that  introduced  by  Marion  Sims. 

Indications. — All  cases  of  inoperable  malignant  disease  ac- 
companied by  haemorrhage  or  foetid  discharge,  in  which  the 
extent  of  the  growth  is  not  so  great  as  to  render  it  impossible 
to  carry  out  the  treatment  without  opening  into  the  peritoneal 
cavity,  bladder,  or  rectum. 

Instruments. — The  following  instruments  are  required  : — A 
large  posterior  speculum;  three  vaginal  retractors  of  vulcanite 
or  some  other  non-conducting  substance ;  a  large  sharp  curette ; 
a  thermo-cautery ;  plugs  of  cotton  wool  soaked  in  a  50  per  cent, 
solution  of  chloride  of  zinc,  and  dried  as  far  as  possible ;  plugs 
soaked  in  a  saturated  solution  of  bicarbonate  of  soda. 
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Operation. — The  first  step  consists  in  carefully  determining, 
by  means  of  a  bimanual  recto-vaginal  examination,  and  by 
passing  a  sound  into  the  bladder,  the  extent  of  the  growth  and 
its  relationship  with  the  rectum  and  bladder.  The  site  of  the 
malignant  disease — which  is  most  usually  the  cervix — is  then 
exposed,  and  as  much  of  the  growth  as  can  be  safely  removed 
is  torn  away  with  the  curette.  The  cavity  thus  formed  is  next 
cauterised  thoroughly  with  the  thermo-cautery — using  a  large- 
sized  platinum  point  at  a  cherry-red  heat — until  the  hasmor- 
rhage  which  resulted  from  the  curetting  is  almost  stopped.  The 
cavity  is  then  dried  as  thoroughly  as  possible  with  plugs  of 
cotton  wool,  and  while  dry  is  filled  with  small  plugs  of  the  same 
material  soaked  in  a  50  per  cent,  solution  of  chloride  of  zinc. 
These  plugs  should  be  prepared  overnight,  and  so  given  time  to 
dry.  The  plugs  are  only  allowed  to  fill  the  cavity,  and  must 
not  come  into  contact  with  the  vaginal  mucous  membrane.  The 
last  step  consists  in  filling  the  vagina  with  plugs  soaked  in  a 
saturated  solution  of  bicarbonate  of  soda,  in  order  to  decompose 
any  chloride  of  zinc  which  may  trickle  down. 

Complications. — The  complications  which  may  occur,  are  due 
to  the  too  extensive  action  of  the  caustic.  In  this  way,  openings 
may  be  formed  into  the  bladder  or  rectum,  or,  if  the  caustic  has 
been  introduced  into  the  uterine  cavity,  into  the  peritoneal 
cavity.  Such  accidents  are  of  course  irremediable,  owing  to 
the  general  condition  of  the  surrounding  structures. 

After-treatment. — The  plugs  are  removed  on  the  fifth  day, 
unless  it  is  only  desired  to  produce  a  superficial  effect  in  con- 
sequence of  the  small  amount  of  tissue  lying  between  them  and 
neighbouring  organs,  in  which  case  they  are  removed  on  the 
first  or  second  day.  As  a  rule,  there  will  be  a  profuse  foetid 
discharge  for  several  days,  until  the  slough  caused  by  the  caustic 
separates.  To  check  this  discharge,  vaginal  douches  of  creolin, 
lysol,  or  permanganate  of  potash,  may  be  pven  twice  daily. 

EEPOSITION  or  AN  ADHERENT  RETRO-DEVIATED 

UTERUS. 

A  retro-deviated  adherent  uterus  can  best  be  replaced  by 
Schnitzels  method. 

Indications. — In  the  case  of  a  retroverted  adherent  uterus. 
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an  attempt  should  be  made  to  break  down  the  adhesions  by 
Schultze's  method.  If  this  fails,  it  may  then  be  necessary  to 
discuss  the  advisability  of  adopting  other  treatment. 

Instruments. — The  only  instrument  required  is  an  American 

forceps  {v.  Fig.  7). 

Operation. — With  the  patient  under  an  anaesthetic  empty  the 
bladder,  and  fill  the  rectum  with  water.  The  latter  will  be 
most  easily  done  by  means  of  a  glass  nozzle  attached  to  an 
ordinary  douche  can,  which  is  sufficiently  raised  to  give  the 
necessary  head  of  water.  The  index  finger  of  the  right  hand  is 
then  introduced  into  the  vagina,  and  the  middle  finger  into  the 
rectum,  and  between  them  the  uterus  is  raised  upwards  towards 
the  abdominal  wall,  carrying  with  it  the  adherent  rectum.  The 
left  hand  then  depresses  the  abdominal  wall,  as  if  it  was  trying 
to  push  the  latter  down  between  the  uterus  and  rectum,  and 
with  a  to-and-fro  lateral  movement  of  the  fingers,  an  attempt  is 
made  to  wipe  off  the  adhesions,  using  the  abdominal  wall  in  a 
manner  somewhat  similar  to  that  in  which  a  sponge  is  used  to 
separate  adhesions  in  the  course  of  a  coeliotomy.  If  the  ad- 
hesions are  sufficiently  soft  to  be  broken  down  in  this  manner, 
they  will  be  felt  tearing  away  under  the  fingers,  and  gradually, 
as  they  all  part,  the  uterus  will  be  able  to  be  drawn  forwards. 
In  some  cases,  it  will  be  found  of  service  to  draw  the  uterus 
down  with  an  American  forceps  on  the  cervix.  The  last  step 
consists  in  inserting  a  properly  fitting  pessary  to  keep  the 
uterus  in  its  correct  position. 

Complications. — It  seems  at  first  sight  as  if  this  operation 
would  frequently  result  in  damage  to  the  intestines.  Such, 
however,  is  not  the  case,  unless  an  entirely  unjustifiable  amount 
of  force  is  used,  or  unless  the  nature  of  the  case  has  not  been 
correctly  diagnosed.  An  accident  which  may  sometimes  happen, 
is  the  formation  of  a  small  hasmatocele,  owing  to  the  inipture 
of  a  vessel  in  one  of  the  adhesions.  This  is  not  a  serious 
accident,  however,  as  the  blood  will  be  quickly  absorbed. 
Schultze's  method  should  never  be  ado]Dted  in  the  presence  of 
cystic  conditions  of  the  tubes  or  ovaries. 
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MAJOE  OPERATIONS  ON  THE  UTEEUS. 

Hysterectomy  :  Ventral  Hysterectomy— Indications  —  Instruments  —  Opera- 
tions :  Partial  Hysterectomy ;  Schroeder's  Operation,  Kelly's  Operation : 
Total  Hysterectomy ;  Doyen's  Operation,  Werder's  Operation — Complica- 
tions —  After-treatment.  Vaginal  Hysterectomy  —  Indications  —  Instru- 
ments— Operations:  Without  Mutilation  of  Uterus;  Sutiire  Operation, 
Clquip  Operation :  With  Mutilation  of  Uterus ;  By  Median  Incision,  By 
Morcellation — Complications — After-treatment.  Myomectomy  and  Enu- 
cleation —  Indications — Instruments  —  Operation ;  Myomectomy,  Enuclea- 
tion— After-treatment.  Hysteropexy — Indications — Instruments — Opera- 
tions ;  Ventral ;  Vaginal,  Mackenrodt's  Operation,  Diihrssen's  Operation — 
After-treatment.  Radical  Ctu'e  of  Inversion — Indications  —  Instruments 
— Operation — After-treatment. 


HYSTERECTOMY. 

The  term  hysterectomy  {vaTepa,  the  womb  ;  skto^tj,  a  cut- 
ting out),  wliicli  correctly  should  be  applied  only  to  the  entire 
extirpation  of  the  uterus,  has  come  to  be  applied  to  all  opera- 
tions for  the  removal  of  the  body  or  of  the  whole  of  the 
litems,  with  or  without  the  accompanying  removal  of  the  tubes 
and  ovaries.  The  following  table  shows  the  various  forms  of 
hysterectomy  which  are  performed  : — 

{r  Partial. 

Ventral  ■!  rp  j^^^j 

Vaginal  (always  J  Without  mutilation  of  iiterus. 

total)  1  With  mutilation  of  uterus. 


VENTRAL  HYSTERECTOMY. 

Ventral  hysterectomy  is  the  term  apjDlied  to  the  removal  of 
the  body  of  the  uterus,  or  of  the  entire  uterus  through  an  inci- 
sion in  the  abdominal  wall. 
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Indications. — Abdominal  liysterectomy  is  indicated  under  the 
following  conditions  : — 

(1)  A  myomatous  nterus  which  is  too  large  to  be  removed 

by  vaginal  coeliotomy. 

(2)  Malignant  disease  of  the  uterus^  except  in  its  very 

early  stages. 

(3)  Certain  cases  of  inflammatory  conditions  of  the  adnexa. 


Pig.  186. — Pean-Segond  compression  forceps,  for  vaginal  hysterectomy. 

Instruments. — The  following  instruments  are  required  in 
addition  to  those  given  under  the  head  of  Ventral  Coeliptomy 
(f.  page  236) : — Five  or  six  clamp  forceps  of  various  shapes  and 
curvatures  {v.  Figs.  Ill,  186)  ;  Doyen's  crotchet  for  extracting 
the  cervix  from  the  vagina  [v.  Fig.  194)  ;  narrow  double- 
bladed  knife  for  dissecting  out  mucous  membrane  of  cervical 
canal ;  some  form  of  corkscrew  myoma  extractor — e.  g.  Doyen's 
(v.  Fig.  187). 


Pig.  187. — Doyen's  corkscrew  myoma  extractor. 

Operations. — Ventral  hysterectomy  may  be  : — 
I.  Partial. 
II.  Total. 

I.  Partial  Vbnteal  Hysterectomy. — Partial  ventral  hyster- 
ectomy, or  supra-vaginal  amputation  of  the  uterus,  is  the  term 
applied  to  the  removal  of  the  body  and  of  that  part  of  the 
cervix  which  lies  above  the  vaginal  insertion,  while  the  re- 
mainder of  the  cervix  is  left  behind.  The  advantage  of  this 
operation  over  total  hysterectomy  is  that  it  requires  a  shorter 
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time  foi"  its  performance,  while  tlie  main  objection  wliicli  is 
urged  against  it,  is,  that  in  leaving  the  cervix  a  possible  source 
of  subsequent  infection  is  left  behind.  The  improved  technique 
of  the  operation  has  however  to  a  great  extent,  or  altogether, 
removed  this  objection,  so  that  it  is  now  in  quite  as  established 
a  position  as  is  total  ventral  hysterectomy.  There  are  two 
chief  methods  of  performing  the  operation  : — 

(a)  Schroeder's  operation. 

(b)  Kelly^s  operation. 

(a)  Schroeder's  Operation. — Schroeder's  operation  cannot  be 
regarded  as  the  most  suitable  or  the  most  rapid  method  of  per- 
forming hysterectomy,  but,  in  certain  cases,  where  the  mode  of 
growth  of  the-  myoma  renders  such  procedures  as  Kelly's 
hysterectomy  difficult,  it  may  have  to  be  adopted,  and  for  this 
reason  we  think  it  well  to  describe  it. 

The  steps  of  the  operation  are  as  folloAvs  : — 

(1)  The  abdomen  is  opened  in  the  middle  line  and  the  uterus 
is  drawn  out  through  the  wound. 

(2)  The  ovarian  vessels  and  the  i^ound  ligament  on  one  side 
are  tied,  and  the  broad  ligament  divided.  A  third  suture  is 
inserted  neai-er  the  uterus  if  necessary  in  order  to  control 
hfemorrhage  from  large  veins  which  sometimes  run  down  be- 
side the  uterus. 

(3)  The  ovarian  vessels,  etc.,  of  the  other  side  are  similarly 
treated,  and  the  corresponding  broad  ligament  divided. 

(4)  An  incision  is  made  through  the  peritoneum  covering 
the  face  of  the  uterus,  and  connecting  the  incisions  which 
divide  the  broad  ligaments,  and  the  bladder  is  pushed  down- 
wards off  the  uterus. 

(5)  A  similar  incision  is  made  across  the  posterior  surface  of 

the  uterus. 

(6)  The  uterine  vessels  are  ligated  on  each  side  and  divided. 

(7)  The  cervix  thus  isolated  is  cut  across  just  above  the 
vaginal  insertion,  and  the  uterus  removed.  The  mucous  mem- 
brane of  the  cervical  canal  is  dissected  out,  and  the  resultant 
opening  closed  by  suturing. 

(8)  The  divided  edge  of  the  anterior  reflection  of  peritoneum 
is  sutured  to  the  opposite  edge  of  the  posterior  reflection,  in  such 
a  manner  as  to  cover  over  the  cut  edges  of  the  broad  ligaments 
and  the  cervical  stump. 


The  vascular  relations  of  the  uterus,  ovary,  and  Fallopian  tube  on  the  left  side, 
as  seen  from  the  front.  The  anterior  leaf  of  peritoneum  has  been  removed.  The 
relations  of  the  iiroter  to  the  iiterine  artery  are  well  seen.  Ur.  Ureter.  U.A. 
Uterine  artery.    ir.F.  Uterine  vein.    Ow.i..  Ovarian  artery.    0«.F.  Ovarian  vein. 
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(9)  The  abdomen  is  closed. 

Tlie  operation  is  performed  as  follows  :— The  patient  is  placed 
in  Trendelenburg's  position,  and  tlie  abdomen  opened  in  tlie 
usual  manner — the  incision  being  long  enough  to  permit  of  the 
uterus  being  delivered  through  it.  If  possible,  the  uterus  is 
drawn  out  of  the  abdomen,  and  then  pulled  over  towards  the 
right  side  by  an  assistant.  The  ovarian  vessels  are  then 
ligated,  either  at  the  pelvic-infundibulo  ligament,  or  between 


Pig.  188. — Schroeder's  i^arfcial  hysterectomy,  v.  Uterus,  v.  Vagina.  This 
and  the  two  succeeding  figures  represent  diagranimatically  the  various 
stages,  each  side  of  the  uterus — reading  from  left  to  right — shomng  the 
operation  a  little  more  advanced.  1.  (On  right)  ligature  on  ovarian  vessels 
in  position.  1.  (On  left)  same  ligatiu-e  tied  and  infundibulo-pelvic  liga- 
ment divided.    2.  Second  ligatiire  on  broad  ligament  in  position. 

the  ovary  and  the  uterus,  according  as  we  desire  to  remove  or 
to  leave  the  ovary.  The  round  ligament  is  then  tied,  and  that 
portion  of  the  broad  ligament  which  is  controlled  by  these 
sutures  is  divided,  bleeding  from  the  distal  ends  of  the  cut 
vessels  being  checked  by  the  application  of  a  clamp  forceps 
{v.  Fig.  188).  If  required,  an  additional  ligature  is  placed  on 
the  broad  ligament  so  as  to  ligate  the  large  veins  which  run 
down  at  the  side  of  the  uterus  {v.  Figs.  188,  189).    The  uterus 
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is  then  drawn  over  to  the  left,  and  tlic  A^^ssels  and  riglit  broad 
ligament  ligated  in  a  similar  manner. 

A  transverse  incision  is  next  made  through  the  peritoneum 
covering  the  anterior  face  of  the  uterus,  connecting  the  in- 
cisions in  the  broad  ligament,  and  a  little  above  the  fundus  of 
the  bladder  {v.  Fig.  189,  a)  ;  and  the  peritoneum  below  this 
incision  is  pushed  down  as  far  as  it  will  go,  carrying  with  it  the 
bladder  (y.  Fig.  190).  A  similar  incision  is  next  made  across 
the  posterior  face  of  the  uterus,  and  the  peritoneum  pushed 


Fig.  189. — Schroeder's  partial  hysterectomy.  Ligature  2  tied  and  ligament 
cvit.  Ligatm-e  3  (on  riglit)  in  position.  Ligature  3  (on  left)  tied.  a.  In- 
cision bhrougii  peritoneum  above  bladder  connecting  the  ends  of  incisions 
in  the  broad  ligament. 

downwards  fi'om  off  the  latter.  The  uterine  vessels  on  both 
sides  can  now  be  felt  pulsating  ag-ainst  the  side  of  the  uterus. 
They  are  isolated  as  far  as  possible— by  pushing  down  any  loose 
connective  tissue  which  lies  round  them,  and  then  tied,  taking 
care  to  keep  as  close  to  the  uterus  as  possible  to  avoid  any  risk 
of  including  the  ureter  in  the  ligature.  The  uterine  vessels  are 
next  divided,  and  the  cervix  cut  across  above  the  level  of  the 
vaginal  insertion  (Fig.  190,  c) .    The  upper  half  of,  or  if  possible 
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the  entire  cervical  canal  is  then  dissected  out  from  above  with 
a  sharp-pointed  double-edged  knife,  and  the  resultant  cavity  is 
obliterated  by  bringing  its  walls  together  with  a  continuous  cat- 
gut suture.  Finally  the  anterior  and  posterior  peritoneal  flaps 
are  brought  togethei',  also  Avith  a  continuous  catgut  suture,  so 
as  to  cover  over  the  stump  and  all  raw  surfaces. 

Another  method  of  dealing  with  the  cervical  canal  consists 
in  first  destroying  the  mucous  membrane  by  cauterising  it  with 


Fig.  190.— Ligatures  1,  2,  3  tied,  and  the  broad  Hgament  divided,  b.  Lower 
portion  of  uterus  from  which  the  peritoneum  has  been  stripped.  Sutvu-e  4 
(on  right)  surrounding  the  uterine  artery.  Suture  4  (on  left)  tied  and 
artery  divided,  c.  Incision  through  cervix  by  which  the  uterus  is  cut 
away. 

a  Paquelin's  thermo-cautery,  and  then  excising  the  cervical 
canal  as  described. 

(b)  Kelly's  Operation.— Kelly's  operation  of  hystero-myomec- 
tomy,  as  he  terms  it,  differs  from  the  foregoing  in  that  the 
operator  removes  the  uterus  as  soon  as  the  vessels  on  one  side 
are  ligated,  leaving  the  other  side  to  be  tied  subsequently.  The 
various  steps  are  as  follows  (Kelly) : — 


344 


PEACTICE  OP  GYN^COLOay 


(1)  Pi'eliminaiy  preparation  of  the  field  including  the  skin 
and  vagina. 

(2)  Opening  the  abdomen.  The  patient  is  then  placed  in 
Trendelenburg's  position. 

.  (3)  Delivering  the  tumour  if  possible. 

(4)  Ligation  of  the  ovarian  vessels  and  the  round  ligament 
of  one  side^  usually  the  left;  and  opening  the  top  of  the  broad 
ligament. 

(5)  Detachment  of  the  vesico-nterine  fold  of  peritoneum 
from  side  to  side,  and  pushing  it  well  down  so  as  to  separate 
the  bladder  from  the  cervix. 

(6)  Ligation  of  the  uterine  vessels  of  the  same  side. 


Fig.  191. — Kelly's  hystero-myomectomy.   Diagram  showing  the  Une  of  incision, 
beginning  with  the  left  ovarian  vessels  and  ending  with  the  right. 

(7)  The  amputation  of  the  uterus  in  the  cervical  portion 
leaving  a  cup-shaped  pedicle. 

(8)  Clamping  the  uterine  artery  of  the  opposite  side,  clamp- 
ing the  round  ligament,  and  clamping  the  ovarian  vessels,  fol- 
lowed by  the  removal  of  the  tumours. 

.  (9)  Application  of  ligatures  in  the  place  of  forceps. 

(10)  Suturing  the  cervical  stump. 

(11)  Covering  the  wound  area  with  peritoneum. 

(12)  Cleansing  the  peritoneal  cavity. 

(13)  Closure  of  the  abdominal  incision  without  a  drain. 

The  first  four  steps  of  this  operation  are,  as  will  be  seen, 
identical  with  the  preliminary  steps  of  Schroeder's  operation, 
The  essential  difference  then  appears,  as  instead  of  proceed- 
ing to  ligate  the  vessels  of  the  opposite  broad  ligament,  the 
next  step  consists  in  incising  the  peritoneum,  which  covers  the 
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anterior  face  of  tlie  uterus,  and  in  displacing  tlie  peritoneum 
and  bladder  downwards.  This  brings  into  view  the  uterine 
vessels  of  that  side,  and  they  may  be  brought  into  still  greater 
prominence  by  dividing  with  the  scissors  the  sharp  edge  of  the 
peritoneum  covering  the  posterior  face  of  the  uterus  as  in  the 
former  operation.  The  vessels  are  then  ligated  with  a  silk 
ligature  and  divided,  any  vessels  which  may  have  escaped  from 
the  first  ligature  being  caught  with  a  forceps  and  separately  tied. 
The  next  step  consists  in  amputating  the  uterus  through  the 


Fig.  192. — Kelly's  hystero-niyomectomy.    Showing  the  manner  in  which  the 
viteras  is  detached  from  left  to  right  (Kelly). 

cervix.  This  should  be  done  in  such  a  manner  as  to  leave  a 
cup-shaped  depression  in  the  stump,  in  order  to  permit  of  its 
subsequent  more  easy  closure  by  sutures.  A  little  mucus  as  a 
rule  escapes  from  the  cervical  canal  as  it  is  divided,  and  this 
should  be  carefully  wiped  a.way.  Any  vessels  that  bleed  in  the 
.stump  may  be  temporarily  controlled  by  clip  forceps.  As  soon 
us  the  cervix  is  divided,  the  uterine  vessels  of  the  opposite  side 
appear  and  are  caught  in  a  clamp  {v.  Fig.  192).  Kelly  recom- 
mends not  to  clamp  them  at  the  level  of  the  divided  cervix,  but 
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to  roll  the  uterus  still  further  over  to  the  left,  until  the  separa- 
tion between  the  cut  surfaces  amounts  to  several  centimetres, 
and  then  to  clamp  the  vessels  at  this  higher  level,  as  by  this 
means  the  subsequent  ligature  is  tied  at  a  greater  distance  from 
the  ureter  than  would  otherwise  be  the  case.  As  soon  as  the 
uterine  vessels  have  been  clamped  and  divided,  the  uterus  is. 
rolled  still  further  outwards  {v.  Fig.  193),  and  the  right  broad 


Fig.  193. — Kelly's  hystero-iuyomectomy.    The  uterus  has  been  rolled  oxit  of  the 
abdomen^  and  is  attached  only  by  the  right  round  ligament,  ovary,  and  tube. 


ligament,  which  now  alone  holds  it,  is  secured  with  two  clamps — 
one  on  the  broad  ligament  and  the  second  on  the  ovarian  vessels, 
and  divided. 

As  soon  as  the  uterus  is  removed,  the  clamps  Avhich  are  on 
the  right-hand  uterine  artery  and  vessels  of  the  broad  ligaments 
are  replaced  by  ligatures.  The  uterine  artery  is  the  first  to  be 
tied,  and,  to  render  it  more  accessible,  the  stump  of  the  cervix 
is  seized  with  an  Ainerican  forceps  and  drawn  upwards.  The 
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vessel  is  then  picked  up  in  an  artery  forcej)s  and  tied.  The 
other  vessels  are  then  similarly  treated,  the  clamps  are  removed, 
and  any  bleeding  point  is  ligated.  As  soon  as  this  is  done,  any 
bleeding  points  in  the  cervical  stump  are  picked  up  and  tied,  or 
included  in  a  suture  passed  into  the  cervical  tissue.  The  cup- 
shaped  cavity  in  the  stump  is  then  closed  by  from  three  to  five 
catgut  sutures  passed  from  before  backwards  and  tied  separately. 
If  thei'e  is  any  evidence  of  infection  of  the  cervical  canal,  the 
latter  should  be  dissected  out,  or  this  course  may  be  adopted 
as  a  routine  practice  in  all  cases. 

The  final  step  of  the  operation  consists  in  suturing  togethei'- 
the  anterior  and  posterior  flaps  of  peritoneum  in  such  a  manner 
as  to  cover  over  the  divided  edges  of  broad  ligament  and  the 
cervical  stump  as  in  Schroeder's  operation.  This  is  done  with 
a  continuous  catgut  suture  which  commences  at  one  pelvic- 
infundibulo  ligament  and  travels  transversely  across  the  pelvis 
to  the  opposite. 

II.  Total  Ventral  Hysterectomy. — Total  ventral  hysterectomy 
is  the  term  applied  to  the  removal  of  the  entire  uterus.  It  is 
always  indicated  instead  of  partial  hysterectomy  in  the  following- 
cases  : — malignant  disease  of  the  uterus  ;  sloughing  or  decom- 
position inside  the  uterus ;  suppurative  affections  of  the  adnexa  ; 
and  any  case  in  which  it  is  of  importance  to  have  an  opening- 
into  the  vagina  for  drainage.  It  is  usually  performed  by 
Doyen^s  method. 

Doyen's  Operation. — The  essential  feature  of  Doyen's  operation 
is  that  the  uterus  is  removed  before  any  ligatures  are  applied. 
It  is  the  most  rapid  method  of  removing  a  myomatous  uterus  in 
a  suitable  case.    The  steps  of  the  operation  are  as  follows  : — 

(1)  The  patient  is  placed  in  Trendelenburg's  position,  the 
abdomen  is  opened,  and  the  uterus  drawn  out  into  the  wound. 

(2)  The  posterior  vaginal  fornix  is  perforated  by  a  scalpel 
cutting  on  to  a  curved  forceps  pushed  upwards  through  the 
\'agina. 

(3)  The  opening  is  enlarged,  and  the  cervix  is  seized  in 
Doyen's  crotchet  {v.  Fig.  194)  or  with  an  American  forceps  and 
drawn  upwards  into  the  peritoneal  cavity. 

(4)  With  two  cuts  of  a  scissors,  the  lateral  attachments  of  the 
cervix  to  the  vagina  are  divided.    This  allows  the  cervix  to  be 
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pulled  up  still  liiglier,  and  the  anterior  lip  to  Ijc  seized  in  the 
crotchet — ^if  this  was  not  done  previously. 

(5)  The  mucous  membrane  of  the  anterior  fornix  is  divided, 
and  the  cervix,  pulled  still  further  upwards,  quickly  detaches 
itself  from  the  bladder  from  below  upwards. 

(6)  The  broad  ligaments  on  either  side  are  clamped  and 
divided,  and  the  tumour,  thus  set  free,  is  removed. 

(7)  The  uterine  and  ovarian  vessels  are  picked  up  separately 
and  tied,  the  clamps  are  removed,  and  any  further  vessels  that 
bleed  are  tied. 

(8)  The  vaginal  opening  is  closed  by  a  few  sutures,  and 
finally  the  peritoneal  flaps  are  drawn  together  by  a  purse-string 
suture  so  placed  as  to  cover  over  the  divided  stumps  of  the 
ligaments  and  the  vaginal  opening. 

The  operation  is  performed  as  follows : — As  soon  as  the 
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Fig.  194. — Doyen's  crotchet  extractor,  for  draAving  the  cervix  upwards  through 
the  opening  in  the  posterior  fornix  in  complete  hysterectomy. 

abdomen  is  opened,  the  uterus  is  drawn  out  into  the  wound^  a 
corkscrew  extractor  {v.  Fig.  187)  is  screwed  into  it,  and  an 
assistant  pulls  it  down  forcibly  over  the  pubes  in  such  a  manner 
as  to  expose  Douglas'  pouch  to  the  fullest  extent  {v.  Fig.  195). 
A  long  curved  forceps  is  then  pased  into  the  posterior  fornix  of 
the  vagina,  and  pushed  upwards  against  the  mucous  membrane  in 
such  a  manner  as  to  indicate  its  position  beneath  the  peritoneum 
of  Douglas'  pouch.  An  opening  is  next  made  into  the  vagina 
by  cutting  down  on  the  forceps  with  a  scalpel,  the  forceps  is 
pushed  through  into  the  peritoneal  cavity,  and  the  opening 
enlarged  by  separating  the  blades.  A  suture  is  then  passed 
through  the  peritoneum  and  the  vaginal  mucous  membrane  just 
below  this  opening,  and  tied,  with  the  object  of  providing  a 
tractor  for  subsequent  use  to  draw  the  posterior  edge  of  the 
vaginal  opening  into  view  after  the  removal  of  the  uterus.  The 
finger  of  the  operator  is  then  passed  into  the  vagina,  and  under 
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its  guidance  the  posterior,  or  if  possible  the  anterior  lip  of  the 
cervix  is  seized  either  in  an  American  forceps  or  in  Doyen's 
special  crotchet  extractor,  and  drawn  forcibly  upwards  through 
the  opening  (r.  Fig.  196).  This  pi'ocedure  is  facilitated  by 
making  a  vertical  incision  through  the  peritoneum  covei-ing 
the  posterior  aspect  of  the  uterus  immediately  above  the  open- 


Fig.  195. — Doyeu's  hysterectomy.  The  patient  is  in  Trendelenburg's  position, 
and  the  uteiais  is  drawn  out  of  the  abdomen  and  downwards  over  the  pubes, 
so  as  to  expose  the  floor  of  Douglas'  pouch,  a.  Incision  opening  into  the 
posterior  vaginal  fornix,  o.  Ovary.  (This  and  the  succeeding  di-awings 
were  made  from  stereoscopic  photographs  by  Dr.  C.  A.  Ball  of  an  operation 
perfoz'med  by  Dr.  W.  J.  Smyly.) 

ing  in  the  vaginal  vault,  as  this  provides  additional  room  for 
the  cervix.  The  anterior  lip  of  the  cervix  can  then  be  caught 
in  a  forceps,  if  this  has  not  been  pre^dously  possible.  The 
mucous  membrane  of  the  lateral  fornices  of  the  vagina  and 
the  lateral  ■  attachments  of  the  uterus  to  the  vagina  are  then 
divided  with  a  scissors  curved  on  the  ilat.    This  permits  the 
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cervix  to  he  drawn  still  further  upwards  and  brings  into  view 
the  mucous  membrane  of  the  anterior  vaginal  fornix,  Avhich  is 
divided  in  turn,  taking  care  to  keep  as  close  to  the  cervix  as 
possible.  By  pushing  upwards  with  the  finger,  the  connective 
tissue  between  the  bladder  and  the  uterus  is  then  opened  up, 
and  by  dragging  the  cervix  forcibly  upwards  with  the  forceps, 
the  bladder  is  completely  separated  from  the  cervix  {v.  Fig.  197). 
This  separation  is  assisted  with  the  finger  jDassed  upwards  from 


Fjg.  196. — Doyen's  hysterectomy.  The  cervix  has  been  seized  in  an  American 
forceps  and  drawn  out  through  the  opening  in  the  floor  of  Douglas'  pouch, 
c.  Cervix.    V.  Mvicoiis  membrane  of  anterior  vaginal  wall. 

the  vaginal  opening,  and  is  carried  out  laterally  towards  the 
broad  ligaments  at  either  side  in  such  a  manner  as  to  detach  a 
large  flap  of  peritoneum.  The  tip  of  the  finger  is  then  passed 
through  the  peritoneum,  and  the  opening  thus  made  is  extended 
across  the  face  of  the  uterus.  By  this  procedure,  the  uterus 
has  been  completely  fi-eed  from  its  posterior  and  anterior  attach-, 
ments,  and  is  now  connected  with  the  pelvis  by  the  broad 
ligaments  alone. 
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The  next  step  consists  in  clamping  the  right  broad  ligament 
with  a  clamp  applied  between  the  ovary  and  the  uterus,  and  in 
cutting  through  the  ligament  {v.  Fig.  198).  The  uterus  is  then 
drawn  over  to  the  left  side,  the  left  broad  ligament  is  similarly 
clamped  and  divided,  and  the  uterus  is  removed.  In  each  case, 
the  line  of  division  should  be  kept  so  close  to  the  uterus  as  to 


Fig.  197.— Doyen's  hysterectomy.  The  cervix  has  been  drawn  further  ixp,  and 
IS  detached  from  the  bladder,  b.  Bladder  wall.  a.  Cut  edge  of  openino- 
mto  vagma.  *         ^  ° 

shave  the  uterine  tissue,  as  by  this  means  it  will  often  be  found 
that  not  the  main  trunks  of  the  vessels  but  their  smallei- 
branches  are  cut.  Two  clamps  will  be  required  on  each  side, 
one  on  the  uterine  vessels,  and  the  other  on  the  ovarian  vessels 
and  the  round  ligament. 

The  uterus  being  now  removed,  the  next  step  consists  in  re- 
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placing  tlie  clamps  by  ligatures,  and  in  removing  the  appendages 
if  it  is  so  desired.  In  simple  cases,  two  sutures  on  each  side 
are  sufficient.  One  of  these  is  passed  through  the  broad  liga- 
ment and  tied  inside  the  ovary,  while  the  second  is  placed  on 
the  uterine  vessels.  The  vessels  should  however  be  picked  up 
and  tied  separately,  and,  consequently,  if  its  branches  arc- 
divided  several  sutures  may  be  required.  The  clamps  are  then 
removed  one  by  one,  and  any  vessels  that  have  escaped  ligation 


Pig.  198.— Doyen's  hysterectomy.  The  uterus  has  been  drawn  over  to  the  left 
side,  and  the  right  broad  ligament  clamped  and  divided,  t.  Cut  end  ot 
Fallopian  tube. 

previously  are  picked  up  and  ligated.  Small  vessels  will 
fi^equently  be  found  in  the  parametric  tissue  between  the 
peritoneum  and  the  vaginal  mucous  membrane. 

As  soon  as  all  bleeding  points  have  been  tied,  the  posterior 
edge  of  the  vaginal  opening  is  drawn  into  view  by  means  of 
the  silk  ligature  which  was  passed  through  it  at  the  commence- 
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ment  of  the  operation,  and  the  vaginal  mucous  membrane  sur- 
I'ounding  the  wound  is  caught  with  forceps  in  two  or  three 
places  and  brought  into  view.  Its  edges  are  then  brought 
together  with  a  continuous  catgut  suture  and  the  opening  thus 
closed.  The  final  step  consists  in  bringing  together  the 
divided  edges  of  j)eritoneum  in  such  a  manner  as  to  completely 
cover  the  divided  ligaments  and  vaginal  opening  {v.  Fig.  199). 
For  this  purpose,  Doyen  recommends  a  purse-string  suture 
of  catgut.     This  is  introduced  through  the  left  tubo-ovarian 


Fig.  199. — Doyen's  hysterectomy.  Tlie  iitervis  has  been  removed,  and  the  ante- 
rior and  posterior  flaps  of  peritonevim  bronght  together  by  a  catgut  sntm-e. 
B.  Peritoneum  covering  bladder,  a.  Peritoneiim  drawn  np  from  floor  of 
Douglas'  pouch. 

pedicle,  and  then  passed  successively  through  the  posterior 
Hap  of  peritoneum,  the  right  tubo-ovarian  pedicle,  and  the 
anterior  flap  of  peritoneum.  The  free  end  of  catgut  which 
was  left  at  the  left  tubo-ovarian  pedicle  is  then  again  passed 
through  the  eye  of  the  needle  and  brought  from  left  to  right 
through  the  anterior  flap  of  peritoneum  to  meet  the  other  end. 
The  two  ends  are  then  tied  tightly  with  a  double  knot.  If  the 
peritoneal  flaps  are  not  of  sufficient  size  to  allow  of  their  being 
bronght  together  in  this  manner,  they  must  be  brought  together 

23 
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transversely  by  means  of  a  continuous  suture  as  in  Kelly's 
operation. 

The  above  short  description  of  Doyen's  operation  briefly  out- 
lines the  method  in  which  it  is  ]oerformed  in  favourable  cases, 
when  the  size  or  the  situation  of  the  myoma  is  not  such  as  to 
prevent  the  uterus  from  being  drawn  out  of  the  abdomen,  and 
when  Douglas'  pouch  can  be  exposed.  In  certain  cases, 
however,  the  shortness  of  the  broad  ligaments  or  the  presence 
of  large  myomata  in  Douglas'  pouch  may  render  modifications 
of  the  operation  necessary.  If  the  broad  ligaments  are  too 
shoi-t,  the  first  step  of  the  operation  must  consist  in  dividing 
them  in  order  to  allow  the  uterus  to  be  drawn  upwards.  If 
large  myomata  are  found  in  Douglas'  pouch,  which  prevent 
access  to  -the  posterior  vaginal  fornix.  Doyen  recommends  their 
preliminary  enucleation,  and  in  exceptional  circumstances  the 
opening  of  the  vagina  through  the  lateral  fornix.  It  is  im- 
possible here  to  do  more  than  mention  the  occurrence  of  such 
cases,  and  to  refer  the  reader  for  particulars  to  Doyen's  pub- 
lished works  on  the  subject. 

Warder's  Operation. — Werder's  operation  dilfers  from  the 
foregoing  operations  in  that,  although  all  the  necessary  steps 
for  the  detachment  of  the  litems  from  the  surrounding 
parts  and  the  ligation  of  vessels  are  performed  by  the  abdo- 
minal route,  the  uterus  is  finally  removed  per  vaginam. 
It  might  on  this  account  be  included  under  the  head  of 
vaginal  hysterectomy,  but  as  by  far  the  greater  part  of  the 
operation  is  performed  from  above,  we  prefer  to  describe  it 
here. 

The  advantages  of  Werder's  operation  are  that  it  permits 
the  free  removal  of  the  greater  part  of  the  vaginal  mucous 
membrane  in  addition  to  the  entire  uterus,  and  that  it  enables 
this  to  be  done  without  opening  into  the  vagina  from  above, 
and  consequently  diminishes  the  risk  of  carrying  septic  or  ma- 
lignant infection  from  the  vagina  into  the  peritoneal  cavity.  On 
this  account,  it  is  of  value  in  cases  of  malignant  disease  of  the 
-cervix  which  has  extended  onto  the  vaginal  mucous  membrane. 

The  steps  of  the  operation  are  as  follows : — 

(1)  All  broken  down  malignant  tissue  is  curetted  away  from 
the  cervix.  If  possible,  this  step  is  done  a  few  days  before  the 
day  fixed  for  the  removal  of  the  uterus. 
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(2)  Bougies  are  inserted  into  the  ureterS;  if  desired,  in  order 
to  clearly  define  their  position. 

(3)  The  abdomen  is  opened,  and  the  ovarian  vessels  and 
round  ligaments  are  ligated. 

(4)  The  bladder  is  se^Darated  from  the  uterus  and  the  broad 
ligaments. 

(5)  The  base  of  the  broad  ligaments  is  thus  opened  up,  and 
the  uterine  vessels  and  the  ureters  are  located.  The  former  are 
tied  as  close  to  their  point  of  origin  as  possible. 

(6)  The  bladder  is  sejDarated  from  the  anterior  vaginal  wall 
as  far  downwards  as  is  desired. 

(7)  The  floor  of  Douglas^  pouch  and  the  anterior  wall  of  the 
rectum  are  similarly  freed  from  the  posterior  vaginal  wall. 

(8)  The  lateral  fornices  of  the  vagina  are  freed-  from  the 
base  of  the  broad  ligaments,  and  are  separated  downwards 
from  the  subjacent  connective  tissue. 

(9)  The  uterus  is  then  pushed  downwards  through  the 
vaginal  orifice,  and  the  anterior  and  posterior  flaps  of  peri- 
toneum are  sutured  together  above  it. 

(10)  The  opening  in  the  abdomen  is  closed. 

(11)  The  patient  is  placed  in  the  dorsal  gyuEecological 
position,  the  uterus  drawn  further  down  by  means  of  forceps 
applied  to  the  cervix,  and  the  vaginal  vault  is  circularly  divided 
as  near  the  vulva  as  is  desired,  taking  care  not  to  wound  the 
rectum  or  bladder. 

(12)  The  cavity  left  above  the  remaining  vaginal  mucous 
membrane  is  plugged  with  iodoform  gauze. 

The  operation,  as  described  by  Werder,  is  performed  as 
follows  : — The  patient  having  been  aneesthetised,  the  diseased 
part  of  the  cervix  is  removed  with  a  sharp  curette  and  cauterised 
to  stop  haemorrhage,  if  this  step  has  not  been  taken  some  days 
previously.  She  is  then  placed  in  Trendelenburg's  position, 
and  the  abdomen  is  opened.  The  ovarian  vessels  are  tied  as 
close  to  the  brim  of  the  pelvis  as  possible,  and  the  round  liga- 
ment is  similarly  treated.  '  The  peritoneum  covering  the 
anterior  face  of  the  uterus  is  incised,  and  the  bladder  is  pushed 
downwards  off  the  uterus  and  also  separated  from  the  broad 
ligaments  on  eithei;  side  as  far  as  possible,  in  order  to  get  the 
ureters  out  of  the  way.  During  this  step  the  broad  ligaments 
are  opened  up,  and  it  is  possible  to  trace  the  uterine  arteries 


Fm  200  — Werder's  liysleructumy.— A  semi-diagrammatic  illustratiou  of  the 
first  step  in  Werder's  operation.  The  appendages  on  both  sides  are 
liberated  from  their  attachments  as  near  the  pelvic  waU  as  possible,  and 
the  uterus  is  separated  from  the  bladder  anteriorly.  The  dissection  is  then 
carried  down  into  the  vaginal  vault  to  within  1  or  2  centimeti-es  of  the 
oiitlet,  as  indicated  by  the  arrows.  Posteriorly,  the  vagina  is  freed  from 
the  rectum  to  within  a  short  distance  of  the  outlet.  Diagram  showing  the 
path  foUowed  in  separating  vagina  from  bladder  and  rectum.  {CuUen.) 

and  the  separation  of  the  bladder  from  the  anterior  vaginal 
wall  is  carried  downwards  to  within  an  inch  or  so  of  the  vulva 


Ut:. 


Fig.  201. — Werder's  liysterec- 
dra^vn  strongly  downwards 
neuin  from  the  anterior 
with  that  of  the  rectum,  thus 
pelvis,  a  indicates  the  former 
area  a  6  coiTesponds  to  h  a'. 


tomy.  The  uterus  has  been 
by  an  assistant.  The  perito- 
pelvic  wall  has  been  united 
shvittino-  off  the  floor  of  the 
attachment  of  a' ;  thus  the 
{Cullcn.) 


358 


P]?ACTICE  OP  GYNAECOLOGY 


{v.  Fig.  200).  The  sacro-uterine  lig&ments  are  next  divided  with 
scissors,  the  peritoneum  covering  the  floor  of  Douglas'  j^ouch  is 
incised,  and  the  rectum  separated  from  the  posterior  vaginsd 
Avail  to  the  same  level  as  in  the  case  of  the  bladder.  This 
separation  is  carried  round  the  vagina  at  each  side  to  meet  the 
anterior  separation  between  the  bladder  and  the  vagina.  The 
vagina  now  remains  attached  to  the  surrounding  parts  only  by 
the  base  of  the  broad  ligaments,  which  are  very  firmly  united  to 
the  vaginal  fornices.  This  separation  is  according  to  Werder 
the  only  really  difficult  part  of  the  operation.  As  soon  as  it  is 
accomplished,  the  uterus  and  vagina  are  pushed  downwards 
through  the  vaginal  orifice,  and  the  anterior  flap  of  peritoneum 
is  sutured  to  the  posterior  flap.  In  this  way,  the  peritoneal 
cavity  is  completely  shut  off  from  the  retro-peritoneal  cavity  in 
which  lies  the  displaced  uterus  (v.  Fig.  201).  The  abdomen  is 
then  closed  in  the  ordinary  manner. 

The  final  step  of  the  operation  consists  in  the  removal  of  the 
uterus  and  a  wide  sleeve  of  vaginal  mucous  membrane.  To  do 
this,  the  patient  is  placed  in  the  dorsal  gyntecological  position, 
and  the  uterus  is  seized  with  forceps  and  drawn  completely 
outside  the  vagina.  The  positions  of  the  bladder  and  rectum, 
relative  to  the  inverted  vagina,  are  then  ascertained  by  passing 
a  sound  into  the  former  and  the  finger  into  the  latter,  and  the 
inverted  vagina  is  amputated  with  the  thermo-cautery  or  with  a 
scalpel.  A  large  raw  cavity  now  exists  above  the  remaining 
portion  of  vaginal  wall,  and  is  bounded  above  by  the  peritoneum, 
in  front  by  the  bladder,  and  behind  by  the  rectum.  This  is 
plugged  loosely  with  iodoform  gauze.  It  gradually  contracts, 
and  after  a  fortnight  is  almost  completely  obliterated. 

Gomplications. — The  pi'incipal  complications  Avhich  may  occur 
during  the  performance  of  abdominal  hysterectomy,  are  the 
wounding  of  the  bladder  or  ureter,  or  the  ligation  of  the  latter 
while  the  uterine  artery  is  being  tied.  Wounds  of  the  bladder 
can  generally  be  easily  closed.  A  ureter  which  has  been 
divided  must  be  anastomosed,  implanted  in  the  bladder,  or 
brought  out  through  the  abdominal  or  vaginal  Avail,  as  is  found 
most  suitable.  The  rectal  Avail  may  also  be  damaged  Avhile 
opening  into  the  vagina  from  the  floor  of  Douglas'  pouch,  and 
the  intestines  may  be  injured  during  the  separation  of  adhesions. 
In  such  cases,  the  tear  must  be  immediately  sutured. 
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After-treatment. — The  after-treatment  of  ventral  hysterectomy 
is  the  same  as  that  of  ventral  coeliotomy  [v.  page  244) . 

VAGINAL  HYSTERECTOMY. 

Vaginal  hysterectomy  is  the  term  applied  to  the  removal  of 
the  uterus  through  the  vaginal  vault. 

Indications. — Vaginal  hysterectomy  is  indicated  in  the  follow- 
ing cases : — 

(1)  Certain  cases  of  myoma  uteri. 

(2)  Malignant  disease  of  the  uterus  in  an  early  stage. 

(3)  Certain  cases  of  bilateral  suppuration  of  the  uterine 

appendages. 

(4)  Certain  cases  of  procidentia  uteri. 


Pig.  202. — Doyen's  broad  ligament  forceps  with,  spring  blades. 


(5)  Irreducible  chronic  inversion  of  the  uterus. 
Instruments. — The  following  instruments  are  required  in 
addition  to  those  given  under  the  head  of  vaginal  coeliotomy 
[v.  page  252)  : — eight  small  and  four  large  volsellee  {v.  Eigs.  7 
and  184)  ;  two  long  spring  clamps  (Doyen's)  [v.  Fig.  202)  ;  ten 
clamps  of  Pean's  pattern  with  long,  medium,  and  short  serrated 
blades  {v.  Fig.  186). 

Operations. — ^Vaginal  hysterectomy  may  be  performed  in  tAvo 
chief  ways : — 

(I)  Without  mutilation  of  the  uterus. 
(II)  With  mutilation  of  the  uterus. 
(I)  Without  Mutilation  op  Uterus.— Vaginal  extirpation 
of  the  unmutilated  uterus,  i.  e.  without  preliminary  incision  or 
removal  of  any  part  of  it,  is  the  form  of  vaginal  hysterectomy 
which  is  indicated  in  all  cases  in  which  the  size  of  the  uterus. 
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or  the  condition  of  the  surrounding  parts,  does  not  prevent  the 
uterus  from  being  drawn  down  through  the  vagina.  It  can  be 
carried  out  by  one  of  two  methods,  according  to  the  means 
taken  to  ensure  hEcmostasis  : — 

(a)  Ha3mostasis    by    suture, — the    "  suture    operation " 

(Czerny). 

(b)  Haamostasis    by    clamp, — the    "  clamp    operation " 

(Pean). 

(a)  The  "  Suture  Operation." — The  suture  operation,  the 
introduction  of  which  is  usually  attributed  to  Czerny,  is  perhaps 
the  most  commonly  adopted  method  of  carrying  out  vaginal 
hysterectomy.  The  various  steps  of  the  operation  are  as 
follows  : — 

(1)  Preliminary  disinfection  of  the  field  of  operation,  and  the 
removal  of  any  projecting  masses  of  malignant  disease  in  the 
case  of  carcinoma  cervicis. 

(2)  The  vaginal  mucous  membrane  is  incised  round  the 
cervico-vaginal  junction. 

(3)  The  bladder  is  pushed  upAvards  off  the  uterus,  and  an 
opening  is  made  into  the  peritoneal  cavity  through  the  bottom 
of  the  vesico-uterine  pouch  of  peritoneum. 

(4)  An  opening  is  similarly  made  into  Douglas'  jDOuch 
through  the  posterior  fornix. 

(5)  The  cervix  is  drawn  to  the  left,  and  the  base  of  the 
right  broad  ligament  is  ligated,  and  the  portion  of  Hgament 
thus  controlled  is  divided.  A  second  stitch  is  similarly  passed, 
which  includes  the  uterine  artery. 

(6)  The  base  of  the  left  bji^oad  ligament  is  similarly  treated. 

(7)  The  remaining  portion  of  right  broad  ligament  is  then 
drawn  down,  ligated,  and  divided. 

(8)  The  uterus  is  draAvn  down  outside  the  vulva,  and  the 
remainder  of  the  left  broad  ligament  is  ligated  and  divided,  and 
the  uterus  is  removed. 

(9)  The  ligatures  which  control  the  ligaments  are  drawn 
downwards,  and  the  included  stumps  are  fixed  to  the  di\aded 
edges  of  the  vagina  at  their  respective  sides,  by  a  suture  which 
transfixes  the  stump  and  the  mucous  membrane. 

(10)  The  anterior  and  posterior  flaps  of  peritoneum  are 
brought  together  with  a  catgut  suture,  and  a  gauze  tampon  is 
placed  in  the  vagina. 
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The  operation  is  performed  as  follows : — If  the  indication  for 
the  operation  is  malignant  disease  of  the  vaginal  portion,  all 
malignant  masses  must  first  be  curetted  away  and  the  cavity 
thus  formed  well  cauterised  with  the  thermo-cautery.  Three 
stout  silk  ligatures  are  then  passed  through  the  anterior  and 
posterior  lips  so  as  to  close  the  cervical  canal,  and  at  the  same 
time  afford  a  means  of  applying  traction  on  the  uterus.  The 


Fig.  203.  Fig.  204. 


Fig.  203. — Vaginal  hysterectomy.    An  incision  A,  b,  lias  been  made  round  tlie 
anterior  aspect  of  the  cervix,    c.  Exposed  cervical  tissue. 

Fig.  204. —  Vaginal  hysterectomy.  The  bladder  has  been  pushed  up,  and  the 
peritoneal  reflexion  exposed  and  opened,  c.  Exposed  cervical  tissue,  a.r. 
Cut  edge  of  peritoneum,    p.  Peritoneum  covering  anterior  wall  of  uterus. 


operator,  holding  these  sutures  in  one  hand,  incises  the  vaginal 
mucous  membrane  round  the  cervix  at  the  level  of  the  cervico- 
vaginal  junction  {v.  Fig.  203).  Then,  as  in  a  vaginal  coelio- 
tomy,  the  bladder  is  pushed  up  in  front  and  the  anterior  pouch 
of  peritoneum  exposed  and  opened,  and  similai'ly  posteriorly  an 
opening  is  made  into  Douglas'  pouch  {v.  Figs.  204,  205).  It  is 
most  important  that  the  bladder  should  be  pushed  u])  not  only 
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in  front  but  at  the  sides,  as  in  doing  the  latter  tlie  ureters  are 
also  pushed  upwards  and  so  carried  away  from  the  para-cervical 
region.     In  this  way,  subsequent  injury  to  them  is  avoided. 

The  cervical  sutures  are  then  given  to  an  assistant  who 
draws  them  towards  the  patient's  left  side,  in  such  a  manner  as 
to  exjDose  the  base  of  the  right  broad  ligament.  A  stout  silk 
ligature  is  passed  with  an  ordinary  right-angled  pedicle  needle, 

Fig.  206. 

Pig.  205. 


Fig.  205. — Vaginal  hysterectomy.    An  incision  a,  b,  has  been  made  roimd  the 
posterior  aspect  of  the  cervix,  and  the  posterior  reflexion  p.b.  exposed. 

Fig.  206.— The  nterus  is  di-awn  over  towards  the  operator's  right,  and  one 
sviture,  L.  1,  has  been  placed  in  the  base  of  the  right  broad  ligament.  A 
second  stiture  is  in  process  of  being  apphed.  v.  Vaginal  mucous  membrane, 
tr.  Uterus. 

through  the  base  of  the  ligament  at  the  distance  of  a  centimetre 
from  the  uterus,  and  in  such  a  manner  as  to  include  a  portion 
of  ligament  a  centimetre  in  diameter.  This  is  tied  tightly,  and 
the  portion  of  ligament  controlled  by  it  divided  'as  close  to  the 
uterus  as  possible.  A  second  suture  is  then  passed  in  the  same 
manner  through  the  base  of  the  undivided  portion  of  the 
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ligament,  tied,  and  the  controlled  portion  cut  [v.  Fig.  206).  If 
this  ligature  includes  the  utei'ine  artery  we  turn  our  attention 
to  the  opposite  side ;  if  it  does  not,  another  is  passed  which 
will  do  so.  The  hase  of  the  left  broad  ligament  is  next  ligated 
in  a  similar  manner,  and  divided. 

The  uterus  can  now  be  drawn  further  downwards,  and,  if  -the 
finger  is  passed  through  the  anterior  opening  in  the  peritoneum. 


Fig.  207.  Fig.  208. 


Fig.  207. — Vaginal  hysterectomy.  The  second  ligature,  l.  2,  on  the  broad 
ligament  has  been  tied,  and  the  finger  passed  above  the  free  edge  of  the 
ligament  in  order  to  hook  it  down  for  the  insertion  of  the  last  ligature. 

Fig.  208. — Vaginal  hysterectomy.  The  right  broad  ligament  has  been  tied 
and  divided,  and  the  uterus  is  being  di-awn  over  to  the  operator's  left  to 
expose  the  left  broad  ligament,  r.  t.  Uterine  end  of  Fallopian  tube, 
u.  Uterus. 

the  top  of  the  broad  ligament  on  the  right  side  can  be  jDulled 
down  by  hooking  the  finger  behind  it  [v.  Fig.  207).  If  it  is 
desired  to  remove  the  ovary  and  the  tube  as  well,  the  latter 
can  be  drawn  down  in  a  similar  manner  after  first  separating 
any  adhesions  which  may  hold  it.  The  remaining  portion  of 
broad  ligament  on  the  right  side  is  then  .tied  off,  with  one  or 
two  sutures  as  necessary,  and  divided,  the  ligatures  being 
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passed  inside  or  outside  the  ovary  as  is  required.  As  soon  as 
tliis  is  done,  the  uterus  can  be  drawn  down  outside  the  vulva, 
and  its  remaining  attachment,  i.  e.  the  upper  half  of  the  left 
broad  ligament,  ligated  and  divided  [v.  Fig.  208).  If  there  is 
still  any  hsemorrhage,  it  is  probably  due  to  small  vessels  in  the 
vaginal  walls,  or  to  the  slipping  of  a  ligature.  As  soon  as  it 
has  been  checked,  the  ligatures  attached  to  the  cut  ends  of  the 
ligaments  are  separated,  to  correspond  with  their  proper  sides, 
and  the  cut  end  of  each  broad  ligament  is  in  tui-n  drawn  down 
and  fixed,  by  a  suture  passed  with  a  medium-sized  sharp 


Pig.  209. — Vaginal  hysterectomy.  Tlie  titerus  has  been  removed,  and  the 
anterior  and  posterior  flaps  of  peritoneum  (p)  brovig-ht  together  by  a  catgut 
siitiu-e.  The  vaginal  edges  are  in  process  of  beiag  similarly  brought 
together,    y.  y.  Uterine  vessels,    v.  Vaginal  mucoiis  membrane. 

needle,  to  the  corresponding  side  of  the  vaginal  opening.  If 
the  ovaries  have  been  removed,  the  ligatures  on  the  ovarian 
vessels  should  be  cut  off  short  and  not  drawn  down,  as  such 
traction  might  cause  them  to  slip.  Finally,  the  anterior  and 
posterior  flaps  of  peritoneum  are  brought  together  by  means  of 
a  feAv  catgut  sutures  (r.  Fig.  209).  If  any  suppurative  pro- 
cesses in  the  pelvic  cavity  are  opened  in  the  course  of  the 
operation,  it  is  better  not  to  close  the  peritoneum,  but  rather  to 
plug  the  pelvic  cavity  with  iodoform  gauze,  the  ends  of  which 
are  brought  down  into  the  vagina  (r.  page  395). 
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(b)  The  "  Clamp  Operation." — Tlie  use  of  clamps  instead  of 
suture  to  ensure  htemostasis  was  introduced  by  Pean  and  Eiclielot. 
The  following  advantages  are  claimed  for  this  method  of 
controlling  the  vessels  (Landau)  : — 

(1)  It  shortens  the  o]Deration. 

(2)  The  clamiDS  afford  a  handle  by  which  the  pedicles  can 

be  drawn  down  for  inspection,  and  they  subse- 


FiG.  210. — The  application  of  the  first  clamp  in  vaginal  hysterectomy — clamp 

operation  (Landavi). 

quently  keep  such  pedicles  in  an  extra-peritoneal 
position. 

(3)  The  clamps  act  as  a  drain  by  keeping  the  vaginal 

walls  apart. 

(4)  By  the  crushing  and  necrotising  effect  of  the  clamps 

upon  the  tissues  they  grasp,  germs  lying  in  these 
tissues  are  destroyed,  and  the  lymphatics  are  closed 
against  the  entrance  of  additional  bacteria  from 
without. 

The  main  points  in  which  the  operation  differs  from  the 
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"  suture  operation  "  are  as  follows  : — If  the  uterus  is  free  from 
adhesions^  the  fundus,  and  the  ovaries  and  tubes  if  necessary, 
are  brought  out  anteriorly  before  any  clamps  are  applied.  The 
clamps  are  then  applied,  starting  either  below  or  above  as  may 
be  preferred.  If  their  application  is  commenced  below,  the 
cervix  is  drawn  well  over  to  the  left,  and  a  clamp  with  short  or 
medium  jaws  applied  so  as  to  include  the  base  of  the  broad 
ligament  and  the  uterine  artery  {v.  Fig.  210).  This  portion  is 
then  divided  at  the  uterine  side  of  the  clamp,  and  another 
clamp  is  placed  at  a  higher  level  as  in  the  case  of  the 
sutures.     The  controlled  piece  is  in  turn  divided,  and  another 


Fig.  211. — Diagram  of  the  manner  in  which  the  broad  ligament  is  controlled 
by  clamps  in  vaginal  hysterectomy  (Landau). 

clamp  applied  still  higher.  In  this  way  the  whole  of  one  side 
is  clamped  and  divided  (r.  Pig.  211).  In  some  cases,  it  may  be 
found  sufficient  to  use  one  long  clamp  applied  over  the  entire 
height  of  the  ligament.  If  this  is  done,  another  lighter  clamp 
must  be  placed  outside  it  as  an  additional  protection.  The 
objection  to  a  single  clamp  is  that  it  is  difficult  to  get  uniform 
pressure  on  the  entire  ligament  in  this  way,  and  that,  con- 
sequently, a  portion  of  the  latter  may  subsequently  retract 
from  the  grip  of  the  clamp  and  bleed.  When  the  ligament  is 
being  divided,  the  incision  should  be  kept  as  close  to  the  uterus 
as  possible  so  as  to  leave  some  tissue  beyond  the  clamp.  The 
opposite  ligament  is  next  clamped  and  divided,  in  a  similar 
manner. 
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If  the  uterus  is  fixed  owing  to  the  existence  of  malignant  or 
inflammatory  disease,  so  that  it  cannot  be  pulled  down  and 
everted  through  the  anterior  incision,  the  application  of  the 
clamps  must  be  primary,  i.  e.  they  must  be  applied  before  the 
uterus  is  brought  down  externally,  in  the  same  manner  as  the 
ligatures  are  applied  in  the  suture  operation.  Finally,  a  light 
tampon  of  iodoform  gauze  is  passed  into  the  vagina,  and  a  part 
of  it  introduced  into  the  pelvic  cavity  if  there  has  been  any 
escape  of  septic  matter. 

(II)  With  Mutilation  of  the  Uterus. — Vaginal  extirpation 
of  the  uterus  in  a  mutilated  condition  is  indicated  when  the 
size  of  the  organ,  or  the  condition  of  the  appendages,  prevents 
its  delivery  through  the  vagina  in  one  piece.  It  is  usually 
necessary  in  the  case  of  myomata,  or  suppurative  conditions  of 
the  adnexte.  Uterine  enlargement  due  to  malignant  disease  is 
a  contra-indication  to  this  course,  as  the  opening  of  the  uterine 
cavity  would  probably  tend  to  assist  the  dissemination  of  such 
a  condition.  There  are  so  many  different  operations  for  the 
vaginal  removal  of  an  enlarged  uterus  that  it  would  be  im- 
possible to  go  into  all  of  them  in  detail.  A  very  concise 
description  of  them  will  be  found  in  Landau's  '  Radical  Vaginal 
Operation.'  Here,  it  is  only  possible  to  give  a  short  note  on 
the  most  important. 

The  operation  can  be  carried  out  by  the  following  methods  : — 

(1)  By  median  incision  of  the  anterior  (Doyen)  or  both 

(Quenu,  Miiller)  uterine  walls. 

(2)  By  morcellation  Avith  V-,  Y-,  or  disc-shaped  incisions 

of  the  antei-ior  wall  (Doyen),  or  with  bilateral 
incision  of  the  entire  uterus  (Pean,  ^Segond). 
The  object  of  all  these  operations,  and  of  others  of  the  same 
kind,  is  to  make  it  jDossible  to  bring  down  through  the  vagina 
an  uterus  which  otherwise  would  be  too  large  or  too  fixed  in  its 
position  to  allow  such  a  course.  In  Doyen's  operation  of  sagittal 
median  incision  of  the  anterior  wall,  the  object  is  to  enable  the 
uterus  to  open  out — so  to  speak,  and  so  by  diminishing  its 
antero-posterior  diameter  to  allow  the  fundus  to  be  brought  out 
through  the  opening  in  the  anterior  cul-de-sac  (r.  Fig.  212).  In 
Quenu  and  Miiller's  operation,  the  uterus  is  divided  sagittally 
in  the  mesial  line  into  halves,  each  of  which  is  brought  down 
separately  (r.  Fig.  218).    In  both  these  operations,  htemostasis, 
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either  by  clamp  or  by  ligature,  is  secondary  or  consecutive ; 
that  is  to  say,  it  is  not  performed  until  the  uterus  and  appendages 
have  been  brought  down  outside  the  vagina.  Both  Doyen's  and 
the  Quenu-Miiller  operation  are  most  suited  to  cases  in  which 
there  is  suppurative  disease  of  the  adnex® ;  the  latter  being  the 
niore  suited  to  those  cases  in  which  the  appendages  are  of  large 
size. 

Doyen's  operation  of  morcellation  consists  in  removing  the 
anterior  Avail  of  the  uterus  piecemeal.    Hgemostasis  is  secondary. 


Pig.  212.— Doyen's  vaginal  hysterectomy,  by  median  incision  of  the  anterior 
uterine  wall  (Labadie-Lagrave) . 

The  operation  is  intended  for  myomata  which  cannot  be  enu- 
cleated in  such  a  manner  as  to  leave  the  uterus  functionally 
perfect,  and  which  do  not  reach  above  the  umbilicus.  It  is  a 
tedious  operation,  and  one  which  is  now  seldom  performed  on 
account  of  the  improvements  in,  and  consequent  better  results 
of,  ventral  hysterectomy.  The  accompanying  diagram  will 
give  a  general  idea  of  the  manner  in  which  the  uterine  wall 
is  incised  and  removed  {v.  Fig.  214). 

Pean's  operation,  which  is  also  intended  for  myomata,  differs 
from  the  foregoing  in  that  hfemostasis  is  j^i'imary ;  that  is,  the 


VAGINAL  HYSTERECTOMY 


369 


broad  ligament  is  clamped  in  segments,  from  below  upwards, 
before  the  corresponding  level  of  the  uterus  is  split  and 
removed;  and  that,  instead  of  making  a  V-shaped  incision  in 
the  anterior  wall  and  removing  the'  portion  between  the  arms 
of  the  V,  the  uterus  is  split  bilaterally  into  an  anterior  and  a 
posterior  segment,  and  from  each  of  these  successive  horizontal 
pieces  are  removed.  Accordingly  the  operation  may  be  divided 
into  successive  stages,  each  of  which  in  turn  consists  of  four 
steps  : — 

(1)  The  freeing  of  the  lowest  portion  of  the  anterior  and 
posterior  face  of  the  uterus. 

(2)  The  clamping  and  division  of  the  lowest  portion  of  the 
broad  ligaments. 


Fia  213.-QueMuUer's  vaginal  hysterectomy,  by  complete  median 
incision  of  the  uterus  (Labadie-Lagrave). 

(3)  The  division  into  two  segments  of  the  piece  of  the  uterus 
tlius  cleared  and  controlled. 

(4)  The  removal  in  horizontal  pieces  of  the  two  segments, 
ihen  another  portion  of  uterus  is  cleared,  clamped,  split,  and 

removed  as  before,  and  so  on  until  the  fundus  is  reached. 

begond  s  operation  resembles  the  foregoing  in  the  primary 
clampmg  of  the  uterine  vessels,  and  in  the  removal  of  the 
cervix  m  horizontal  pieces  after  bilateral  division.  It  differs  in 
that  he  does  not  complete  h^mostasis  until  the  uterus  has  been 
dehvered,  and  that  the  removal  of  the  body  is  accomplished  b^ 
omewhTT  Vieces  from  the  anterior  waH 

niyomata,  and,  m  common  with  Doyen^s  and  P^an^s  opera- 

24 
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tion,  has  been  almost  completely  superseded  by  ventral  hyste- 
rectomy. 

Complications. — The  complication  which  is  most  likely  to 
occur  in  vaginal,  as  in  ventral  hysterectomy,  is  Avounding  of 
the  ureters,  bladder,  or  rectum.  The  thorough  dislocation  of 
the  bladder  upwards,  as  a  preliminary  to  the  ligation  and 
division  of  the  base  of  the  broad  ligaments,  is  the  best  mode  of 
preventing  the  occurrence  of  the  first  two  of  these.  The  rectum 
is  most  likely  to  be  injured  while  Douglas'  pouch  is  being 


Pig  214  —Doyen's  vaginal  hysterectomy,  by  morceUation.    Scheme  of  the 
manner  in  which  the  fragments  are  removed  (Landau). 

opened,  or  while  firmly  adherent  appendages  are  being  enu- 
cleated. 

After-treatment. — The  after-treatment  is  the  same  as  in  the 
case  of  vaginal  coeliotomy  (r.  page  252). 


MYOMECTOMY  AND  ENUCLEATION. 

By  the  term  myomectomy  {i^vg,  muscle;  tV-ro^j?,  a  cuttnig 
out)  is  meant  the  removal  of  a  pedunculated  myoma ;  and  by 
enucleation,  the  shelling  out  of  a  sessile  or  interstitial  myoma. 
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Here,  we  are  only  concerned  with  these  operations  when  they 
are  adopted  Avith  the  object  of  removing  interstitial  or  subserous 
myomata.  The  removal  of  submucous  ,  myomata  has  been 
already  discussed  {v.  page  338). 

Indications. — One  or  other  of  these  operations  is  indicated, 
according  to  tlie  nature  of  the  tumour,  in  all  cases  in  which  a 
myoma  is  causing  so  marked  symptoms  as  to  require  its  removal, 
or  in  which  it  is  obviously  increasing  rapidly  in  size,  and  in 
which  its  removal  is  possible  without  the  performance  of 
hysterectomy. 

Instruments. — The  instruments  given  under  the  head  of 
ventral  or  vaginal  coeliotomy  are  all  that  are  required  {v.  pages 
236,  252). 

Operations. — The  two  operations  must  be  discussed  separately. ' 

Myomectomy. — The  operation  of  myomectomy  is  usually  quite 
simple.  It  can  be  performed  by  the  vaginal  route  if  the 
tumour  is  of  sufficiently  small  size  to  be  brought  through  an 
opening  in  one  or  other  of  the  vaginal  fornices,  either  entire  or 
in  fragments.  If  the  myoma  is  too  large  for  this,  the  abdominal 
route  is  chosen.  Whatever  route  is  selected  the  peritoneal 
cavity  is  opened,  and  the  tumour  drawn  out  through  the  wound. 
If  the  pedicle  is  thin,  it  is  tied  by  means  of  two  interlocking 
silk  sutures  and  then  divided.  If  the  tumour  is  attached  by  a 
broad  base,  temporary  liEemostasis  must  be  first  obtained,  when 
operating  by  the  abdominal  route,  by  passing  an  elastic  ligature 
round  the  lower  uterine  segment,  or  by  an  assistant  grasping 
the  lower  segment  firmly  in  his  hands.  The  tumour  is  then 
cut  away  by  means  of  a  wedge-shaped  incision,  and  the  edges 
of  the  latter  are  brought  together  by  means  of  deep  inter- 
rupted silk  sutures,  with  intermediate  sutures  of  catgut  if  re- 
quired. The  temporary  ligature  is  next  removed,  and  any 
bleeding  stopped  by  further  sutures.  Finally,  the  uterus  is 
returned  to  the  abdomen,  and  the  wound  closed, 

Enucleation. — Enucleation  is  a  more  troublesome  operation,  as 
far  as  htemostasis  is  concerned.  It,  like  myomectomy,  can  be 
performed  by  the  vagina,  in  the  case  of  small  tumours,  or  by 
the  abdominal  route  in  the  case  of  large.  In  the  case  of  a 
small  tumour,  an  incision  is  made  through  its  capsule,  the 
groAvth  shelled  out  with  the  handle  of  the  scalpel,  and  the 
cavity  closed  by  interrupted  silk  or  catgut  sutures.    In  the 
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case  of  larger  tumours,  temporary  haemostasis  must  be  first 
obtained  as  described  above.  An  incision  is  then  made  over 
the  most  prominent  part  of  the  tumour,  the  mass  shelled 
out,  and  the  cavity  sutured  in  superimposed  layers  with  a 
continuous  catgut  suture.  If  the  uterine  cavity  is  opened,  it 
may  be  advisable  to  pass  a  drain  from  the  bed  of  the  myoma 
into  it  before  closing  the  uterine  wall  and  peritoneum.  The 
objection  to  enucleation  is  the  difficulty  of  checking  hsemor- 
rhage.  Bleeding  vessels  may  be  picked  up  and  tied,  but 
general  oozing  from  the  walls  of  the  cavity  left  by  the  removed 


Pig.  215. — Alexander's  operation  for  the  enucleation  of  subserous  and  inter- 
stitial myomata.  d.  Uterus,  b.  Bladder,  c.  Cavity  from  wliich  the 
myoma  has  been  removed,  plugged  with  iodoform  gavize.  b.  End  of  gauze 
protruding  tlirough  opening  at  the  bottom  of  abdominal  wound,  a.  Suture 
at  upper  end  of  opening  in  utervis  fixing  the  latter  to  the  abdominal  wall 
(Alexander). 

myoma  is  very  difficult  to  control.  Alexander  proposes  to 
plug  this  cavity  with  iodoform  gauze,  over  which  the  wall  of 
the  uterus  is  brought  together  by  catgut  sutures,  except  at 
one  spot  where  the  end  of  gauze  emerges.  He  then  passes  a 
single  silkworm-gut  suture  through  the  upper  angle  of  the 
uterine  incision  and  the  abdominal  wall,  so  fixing  the  uterus  in 
apposition  with  the  latter.  The  abdominal  wall  is  next  sutured, 
with  the  exception  of  an  opening  at  the  lower  angle  of  the 
wound  through  which  the  gauze  passes  {v.  Fig.  215).  The 
gauze  is  removed  gradually  as  the  cavity  diminishes  in  size. 
He  does  not  confine  himself  to  the  removal  of  single  myomata. 
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but  has  removed  as  many  as  twenty-five  through  a  single 
opening  in  the  anterior  uterine  walL 

Enucleation  is  an  ideal  proceeding  for  the  removal  of  inter- 
stitial myomata^  as  it  usually  leaves  the  uterus  functionally 
perfect.  Unfortunately,  the  number  of  cases  in  which  it  can 
be  carried  out  is  not  very  great. 

After-treatment. — The  after-treatment  is  the  same  as  that  of 
ventral  or  vaginal  coeliotomy,  as  the  case  may  be  [v.  pages 
244,  261). 

HYSTEEOPEXY. 

Hysteropexy  {varepa,  the  womb ;  Trn^ig,  a  fastening)  is  the 
term  applied  to  the  fixation  of  the  uterus  to  the  abdominal  or 
vaginal  wall  with  the  object  of  correcting  a  malposition. 

Indications. — Hysteropexy  is  indicated  under  the  following 
conditions  : — 

(1)  In  backward  displacements  of  the  uterus  which  give 

rise  to  symptoms,  and  in  which — (a)  no  pessary  can 
be  found  which  will  keep  the  uterus  in  place ;  (&) 
the  wearing  of  a  pessary  is  associated  with  con- 
tinual discomfort,  or  with  the  occurrence  of  vaginitis  ; 
(c)  the  patient  lives  under  circumstances  which  jDre- 
clude  her  from  obtaining  the  necessary  periodical 
medical  advice  {v.  page  88). 

(2)  In  descent  of  the  uterus  due  to  laxity  of  its  ligaments, 

rather  than  to  lesions  of  the  pelvic  floor,  and  in 
which  a  pessary  is  unsuitable  for  the  reasons  given 
above. 

Instruments. — The  instruments  required  are  the  same  as  for 
ventral  or  vaginal  cceliotomy,  as  the  case  may  be  {v.  pages  236, 
252). 

Operations. — The  uterus  may  be  sutured  to  the  abdominal  or 
vaginal  walls,  and  accordingly  there  are  two  classes  of  opera- 
tion : — 

(a)  Ventral  hysteropexy. 

(b)  Vaginal  hysteropexy. 

(a)  Ventral  Hysteropexy. — ^Ventral  hysteropexy  consists  m 
suturing  the  fundus  of  the  u^terus  to  the  abdominal  wall  in  the 
median  line.     Some  authorities  consider  it  to  be  superior  to 
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vaginal  hysteropexy  in  all  cases.  It  is  at  all  events  the  form 
of  operation  indicated  when  hysteropexy  is  required  in  the 
course  of  a  ventral  coeliotomy.  Several  modifications  of  this 
operation  have  been  introduced  from  time  to  time.  In  all 
cases,  the  first  step  consists  in  the  opening  of  the  abdomen  in 
the  middle  line,  immediately  above  the  symphysis,  and  the 
freeing  of  the  iiterus — if  held  by  adhesions.  The  next  step 
consists  in  the  fixation  of  the  uterus.  The  original  method  of 
fixation  consisted  in  passing  two  or  three  silk  or  silkworm-gut 
sutures  through  the  entire  thickness  of  the  abdominal  wall  at 
the  lower  end  of  the  initial  incision-,  then  fairly  deeply,  trans- 
versely, through  the  fundus  of  the  uterus,  and  out  through  the 
opposite  abdominal  wall.  The  sutures  should  be  about  a  centi- 
metre apart,  and  the  lowest  is  passed  first  and  tied  before  the 
others  are  inserted.  This  operation  has  been  improved  upon 
by  various  operators  and  modified  in  several  ways. 

Pozzi  fixes  the  anterior  wall  of  the  uterus  by  means  of  a 
continuous  suture  of  fine  silk,  which  traverses  the  peritoneum, 
muscle,  and  aponeurosis  of  the  abdominal  wall.  Olshausen  and 
Sanger  fix  the  uterine  cornu  to  the  abdominal  wall  at  each 
side  of  the  incision,  and  leave  the  anterior  face  of  the  uterus 
free,  whilst  others  pass  the  fixation  sutures  through  the  round 
ligaments. 

Kelly  recommends  passing  the  sutures  through  the  peritoneum 
of  the  abdominal  wall  only,  and  through  the  posterior  Avail  of 
the  uterus  just  below  the  fundus.  The  steps  of  this  operation 
are  as  follows  : — 

(1)  The  bladder  is  emptied  with  a  catheter  and  the  abdomen 
is  opened  in  the  middle  line  by  an  incision  of  one  and  a  half  to 
two  inches  in  length,  and  ending  three-quarters  of  an  inch 
above  the  symphysis. 

(2)  The  index  and  middle  finger  are  passed  into  the  peri- 
toneal cavity  and  down  to  the  fundus,  and  any  adhesions  affect- 
ing the  latter  or  the  appendages  are  separated.  Two  fingers 
are  then  passed  behind  the  uterus,  and  the  latter  is  drawn 
upwards  until  the  fundus  lies  behind  the  symphysis.  If  desired, 
the  special  elevators  designed  for  this  purpose  by  Kelly  may  be 
used. 

(3)  The  edges  of  peritoneum  are  caught  in  a  clip  forceps  at 
both  sides  of  the  wound,  and  are  drawn  outwards.     A  silk 
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suture  threaded  on  a  small  cui-ved  needle  is  then  passed 
through  the  peritoneum  and  subperitoneal  structures,  in  such  a 
manner  that  it  is  entered  on  the  inner  surface  of  the  peri- 
toneum about  a  centimetre  from  the  edge,  traverses  the  latter 
and  the  subperitoneal  structures,  and  again  emerges  on  the 
inner  surface,  including  about  a  centimetre  of  peritoneum.  It 
is  then  passed  through  the  posterior  surface  of  the  uterus  in 
the  middle  line,  one  or  two  centimetres  below  an  imaginary  line 
drawn  between  the  uterine  insertion  of  the  tubes.  It  includes 
a  piece  of  uterine  tissue  about  a  centimetre  in  width  and  a 


Fig.  216.  -  Abdominal  hysteropexy.  Kelly's  metliod.  Showing  the  &-st  fixation 
siitnre  m  position,  and  the  siitures  in  the  abdominal  wall.  s.  Skin.  s'.  Sub- 
cutaneous fat.    F.  Fascia,    m.  Muscle,    p.  Peritoneum.  (Kelly.) 

quarter  to  half  a  centimetre  in  depth.  It  then  traverses  the 
peritoneum  of  the  opposite  side  in  the  reverse  manner  to  that 
in  which  it  was  entered  {v.  Fig.  216).  This  suture  is  drawn 
tight,  taking  care  that  a  piece  of  intestine  is  not  included  be- 
tween it  and  the  uterus,  and  is  tied.  A  second  suture  is  then 
introduced.  It  passes  through  the  peritoneum  in  a  similar 
manner  to  and  about  a  centimetre  above  the  first,  and  through 
the  posterior  uterine  wall  a  centimetre  below  it  {v.  Fig.  217). 

(4)  The  omentum  is  drawn  down,  a  careful  examination  is 
made  to  see  that  a  loop  of  intestine  has  not  been  caught  in 
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any  way,  and  the  abdominal  wound  is  closed  in  the  usual 
manner. 

Kelly  considers  that  as  the  adhesions  which  are  thus  formed 
between  the  uterus  and  the  peritoneum  stretch,  a  more  normal 
position  of  the  uterus  results  than  is  the  case  when  the  fundus 
or  the  anterior  face  of  the  uterus  is  sutured  to  the  abdominal 
wall. 

(b)  Vaginal  Hysteropexy.— Yaginal  hysteropexy  consists  in 
suturing  the  uterus  to  the  anterior  vaginal  Avail,  or  in  some 
cases  to  the  bladder.     The  initial  steps  of  the  operation  are 


Fig.  217.— Abdominal  hysteropexy.    Kelly's  method.    The  position  of  the 
uterus  after  fixation  has  been  performed.  (Kelly.) 

those  described  under  the  head  of  vaginal  coeliotomy  {v.  page 
253).  The  uterus  is  then  freed  from  adhesions,  and  bi-ought 
forward  into  the  opening  in  the  vaginal  vault.  Three  silkworm- 
gut  sutures  are  used  to  fasten  it  in  this  position.  They  are 
entered  through  the  vaginal  flap  at  one  side,  then  passed 
through  the  peritoneum  at  the  same  side,  then  through  the 
middle  of  the  anterior  face  of  the  uterus,  and  then  through  the 
peritoneum  and  vaginal  flap  of  the  oj^posite  side.  The  sutures 
should  traverse  the  uterus  just  sufficiently  above  the  level  of 
the  uterine  isthmus  to  keep  the  fundus  forwards  {v.  Fig.  218), 


HYSTEROPEXY 


377 


and  their  exact  position  depends  upon  tlie  size  and  length  of  the 
uterus.  The  heavier  and  the  longer  the  uterus,  the. higher  the 
sutures  must  be  passed  through  the  anterior  uterine  wall.  It  is 
a  mistake  to  pass  them  higher  in  the  body  than  is  necessary,  as 
the  higher  they  are  situated  the  more  the  normal  degree  of 
mobility  of  the  uterus  is  interfered  with.  The  main  objection 
to  all  forms  of  vaginal  hysteropexy  is  the  resultant  interference 
with  this  mobility,  and,  by  passing  the  sutures  in  the  manner 
indicated,  this  objection  loses  its  force.      The  sutures  are 


Fig.  218. — Vaginal  hysteropexy.    Tlie  fixation  stitiires  in  position, 
u.  Uterus,    s.  Sutures. 

passed  about  a  centimetre  apart,  and  should  not  be  tied  until 
the  vaginal  wound  has  been  united  by  a  continuous  catgut 
suture. 

This  operation,  which  was  originated  by  Mackenrodt,  has  been 
lately  given  up  by  him  for  an  operation  which  he  terms  vesico- 
fixation.    It  consists  of  the  following  steps  : — 

(1)  Longitudinal  incision  of  the  vagina,  and  dissection  of  the 
vaginal  walls  laterally  off  the  bladder. 

(2)  Stripping  of  the  bladder  from  the  uterus,  and  opening  of 
the  anterior  cul-de-sac. 
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(3)  Suture  of  the  peritoneum,  which  covers  the  bladder,  to 
the  fundus  of  the  uterus. 

(4)  Fixation,  layer  by  layer,  of  the  bladder  Avail,  which  has 
been  stripped  from  the  cervix,  to  the  body  of  the  uterus  down 
to  the  level  of  the  os  internum. 

(5)  Suture  of  the  vaginal  incision,  as  in  colporrhaphy. 
Mackenrodt  claims  that  this  operation  brings  the  uterus  into 

a  normal  position,  while  at  the  same  time  it  permits  all 
necessary  freedom  of  movement.  Vaginal  fixation  is,  however, 
a  simpler  operation  to  perform,  and,  if  the  sutures  are  passed  in 
the  manner  indicated  above,  it  allows  the  uterus  all  necessary 
mobility. 

Duhrssen  formerly  operated  through  a  transverse  incision  at 
the  junction  of  the  anterior  vaginal  wall  and  the  cervix,  and 
fixed  the  uterus  by  two  silkworm-gut  sutures  passed  sagittally 
through  the  vaginal  walls  and  the  fundus.  This  proceeding 
tended  to  bring  the  uterus  into  a  position  of  too  great  ante- 
flexion, and  consequently  gave  rise  to  very  serious  trouble 
during  pregnancy  and  labour. 

To  avoid  these  troubles  he  modified  his  technique.  He  now 
opens  the  vaginal  fornix  by  a  ±-shaped  incision,  very  similar  to 
Mackenrodt's  incision,  and  thus  opens  the  peritoneum  sagittally. 
^'  One  fixation  suture  is  then  passed  through  the  vagina  and 
the  peritoneum,  near  the  upper  end  of  the  peritoneal  opening, 
and  then  tha-ough  the  uterus.  Before  it  is  tied,  the  cut  edges 
of  peritoneum  are  closed  by  a  continuous  catgut  suture,  then 
the  fixation  stitch  is  tied,  and  the  vaginal  wound  is  closed 
in  the  ordinary  manner.  In  this  way,  the  peritoneum  covering 
the  fundus  forms  a  purely  sero-serous  cohesion  Avith  the  peri- 
toneum which  has  been  stripped  off  the  bladder,  and  this 
stretches  during  pregnancy. 

We  consider,  however,  that  fundal  fixation,  no  matter  of 
what  kind,  is  a  mistake,  and  should  be  aA^oided.  The  opera- 
tion which  Avill  give  the  best  after-results  is  that  Avhich  brings 
about  as  far  as  possible  a  normal  position  of  the  uterus,  and  at 
•the  same  time  preserves  its  normal  mobility.  Fundal  fixation 
■does  not  bring  about  a  normal  position,  even  if  it  permits 
noi'mal  mobility,  and,  consequently,  Ave  j^i'efer  the  method 
Avhich  we  have  already  described  of  passing  the  sutures. 

After-treatment. — The  after-treatment  of  these  cases  is  the 
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same  as  that  of  ventral  or  vaginal  cosliotomy  as  the  case  may 
be  (y.  pages  244,  261).  During  the  first  four  or  five  days  the 
catheter  should  be  passed  every  four  hours,  if  the  patient 
cannot  empty  the  bladder  of  her  own  accord,  to  prevent  any 
undue  pressure  on  the  uterus  by  a  distended  bladder.  Abdo- 
minal fixation  sutures  may  be  left  in  situ  for  ten  days,  while 
vaginal  sutures  are  not  taken  out,  as  a  rule,  for  three  weeks. 
The  patient  should  not  be  allowed  out  of  bed  after  vaginal 
fixation  for  at  least  foui-teen  days,  and  a  longer  time  is  advis- 
able if  the  uterus  is  of  large  size. 

RADICAL  CURE  OF  INVERSIO  UTERI. 

The  only  operation,  which  it  is  necessary  to  describe  under 
this  heading,  is  that  originated  by  Kiistner.  It  consists  in 
performing  a  posterior  colpotomy,  and  then  dividing  the  con- 
stricting isthmus  of  the  uterus,  with  the  object  of  permitting 
the  pushing  up  of  the  body. 

Indications. — Kiistner's  operation  is  indicated  in  the  case  of 
inversion  of  the  uterus  occurring  in  women  who  have  not 
reached  the  menopause,  when  less  radical  measures  have  failed 
{v.  page  101). 

Instruvients. — The  instruments  required  are  the  same  as 
those  given  under  the  head  of  vaginal  coeliotomy  (v.  page  252). 

Operation. — ^The  various  steps  of  the  operation  are  as 
follows  : — 

(1)  Douglas'  pouch  is  opened  by  means  of  a  wide  transverse 
incision  through  the  posterior  fornix. 

(2)  The  index  finger  is  introduced  through  the  opening  into 
the  funnel  of  the  inverted  uterus,  and  any  adhesions  present 
are  detached. 

(3)  A  longitudinal  incision  is  made  through  the  posterior 
uterine  wall,  in  the  middle  line,  starting  two  centimetres  above 
the  inverted  fundus,  and  finishing  two  centimetres  from  the  os 
externum.  This  incision  extends  completely  through  the  uterine 
wall,  with  the  exception  of  the  peritoneum. 

(4)  The  constricting  funnel  is  fixed  by  the  index  finger  in 
Douglas'  pouch,  and  the  uterus  is  replaced  by  pushing  up  the 
fundus  Avith  the  thumb  of  the  same  hand. 

(5)  The  uterine  incision  is  closed  by  deep  and  superficial 
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sutures  passed  from  the  peritoneal  surface,  and  the  opening  in 
Doug-las'  pouch  and  the  vaginal  wall  are  brought  together  with 
a  continuous  catgut  suture. 

(6)  The  uterine  cavity  is  firmly  plugged  with  iodoform  gauze, 
and  a  light  tampon  of  the  same  material  is  placed  in  the  vagina. 

After-treatment. — The  gauze  must  be  removed  on  the  next 
day,  or  the  day  followdng  that.  If  there  is  any  tendency  to 
the  recurrence  of  the  inversion,  the  uterine  cavity  should  be 
plugged  again.  The  administration  of  ergot  is  probably  advis- 
able, to  bring  about  involution  of  the  uterus. 


CHAPTER  XXII. 


OPERATIONS  ON  THE  TUBES  AND  OVARIES. 

Salpingectomy — Indications — Instruments — Operation — After-treatment.  Sal- 
pingostomy— Indications  —  Instruments  —  Operation.  Ovariotomy — Indi- 
cations —  Instruments  —  Operation  —  Complications  —  After  -  treatment 
Oophorectomy,  Salpingo  -  oophorectomy  —  Indications  —  Instruments  — 
Operation.  Resection  of  the  Ovary  and  Ignipuncture — Indications— In- 
strviments — Operation. 

SALPINGECTOMY. 

Salpingectomy  ((rdXniy^,  a  tube ;  tKTOfxri,  a  cutting  out)  is 
the  term  applied  to  the  removal  of  the  tubes.  Salpingotomy 
(adX-myZ ;  rojuii,  a  cutting)  has  also  been  applied  to  the  same 
operation,  but  it  is  a  term  which  should  be  only  used  to  denote 
cutting  operations  on  the  tubes,  and  not  their  removal.  Salping- 
ectomy is  an  operation  which  is  not  very  frequently  performed 
alone,  inasmuch  as  any  condition  of  the  tube  which  calls  for  its 
removal  is  almost  always  accompanied  by  a  condition  of  the 
ovary  which  calls  for  the  removal  of  the  latter  also.  In  such 
a  case,  the  operation  falls  under  the  head  of  ovariotomy  or 
salpingo-oophorectomy. 

Indications. — The  following  conditions  of  the  Fallopian  tubes 
are  indications  for  salpingectomy  alone. 

(1)  Cystic  conditions,  pyo-,  hydro-,  and  hasmato-salpinx. 

(2)  Inflammatory  non-cystic  changes,  which  are  too  exten- 

sive to  be  cured  by  means  of  palliative  treatment 
or  plastic  operations. 

(3)  New  growths,  which  are  non-malignant. 

(4)  Tubal  pregnancy. 

Instruments. — The  instruments  required  are  the  same  as 
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those  mentioned  under  the  head  of  ventral  or  vaginal  cccliotomy, 
according  to  the  route  determined  on  {v.  pages  236,  252). 

Operation. — The  first  point  to  determine  is  the  route  by 
which  the  diseased  tube  is  to  be  removed.  As  a  general  rule 
operations  on  the  adnexa  should,  so  far  as  possible,  be  per- 
formed by  the  vaginal  route,  unless  there  is  a  distinct  reason  to 
the  contrary,  in  which  case  the  abdominal  route  must  be  chosen 
{v.  page  247) . 

As  soon  as  the  tube  has  been  exposed,  by  whatever  route  is 
thought  best,  the  first  step  consists  in  drawing  it  out  into  the 
wound.  This  is  easily  performed  if  there  are  no  adhesions,  but 
if  there  are  adhesions  these  must  first  be  broken  do-svn.  This 


Fio.  219. — Salpingo-oophorectomy.    The  usual  mode  of  inserting  and 

tying  the  sutures. 

can  be  accomplished  by  wiping  them  off  by  means  of  a  gauze 
sponge,  by  breaking  them  down  with  the  fingers,  or,  if  they 
are  very  firm,  by  dividing  them  with  a  scalpel  or  scissors.  The 
next  step  consists  in  the  ligation  of  the  broad  ligament  and  of 
the  uterine  end  of  the  tube.  This  is  most  generally  done  by 
passing  a  double  ligature  through  the  broad  ligament  beneath 
the  middle  of  the  tube,  and  then  dividing  the  loop  {v.  Fig.  219). 
The  two  ligatures  thus  obtained  are  interlocked  by  crossing  their 
ends,  and  one  ligature  is  tied  as  close  to  the  uterus  as  possible, 
so  as  to  include  the  uterine  end  of  the  tube,  while  the  other 
is  tied  over  the  end  of  the  broad  ligament  between  the  ampulla 
of  the  tube  and  the  ovary,  and  as  close  to  the  latter  as  possible. 
The  broad  ligament  and  the  uterine  end  of  the  tube  are  then 
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divided,  taking  care  to  leave  sufficient  tissue  beyond  the 
ligature  to  prevent  the  latter  from  slipping. 

There  are  certain  objections  to  this  course  of  procedure. 
First,  there  is  a  slight  risk  of  the  ligature  slipping,  and, 
secondly,  the  ligature  which  is  over  the  uterine  end  of  the  tube 
is  in  contact  with  a  possibly  septic  surface  from  which  it  may 
afterwards  become  infected  (Labadie-Lagrave).  A  preferable 
method  is  as  follows  : — Place  a  compression  forceps  upon  the 
infundibulo-pelvic  ligament,  another  upon  the  uterine  end  of 
the  tube,  and  cut  off  the  tube.    The  divided  vessels  will  be 


Fig.  220. — Salpingo  -  oophorectomy.  Another  method  of  securing  the  cut 
surface  of  the  broad  ligament,  a.  Ligature  on  vessels  at  top  of  broad 
ligament,  b.  Ligature  on  ovarian  vessels.  Continuous  catgut  suture 
bringing  the  peritoneiim  together. 

seen,  and  are  caiTght  in  forceps  and  tied  separately  {v.  Fig. 
220,  A,  b).  Then  remove  the  forceps,  and  tie  any  further  vessels 
which  may  bleed.  Next,  cauterise  the  uterine  end  of  the  tube 
with  a  thermo-cauterj',  and  finally  bring  together  the  peritoneum 
over  the  top  of  the  broad  ligament  with  a  continuous  catgut 
suture. 

After-treatment. — The  after-treatment  is  the  same  as  that  of 
vaginal  or  ventral  coiliotomy,  as  the  case  may  be  {v.  pages  244, 
261). 
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SALPINGOSTOMY. 

Salpingostomy  {craXiny^,  a  tube ;  oTOfia,  a  mouth)  is  the  term 
applied  to  the  operation  for  making  a  new  abdominal  ostium  to 
the  tube^  or  to  the  dilatation  of  the  natural  opening  which  has 
become  contracted  or  obliterated.  Pozzi  applies  the  term  to 
the  former  operation  alone,  that  is  to  those  cases  in  which  an 
entirely  new  opening  is  made  ;  while  to  the  latter  and  more 
common  operation,  he  applies  the  term  salpingotomy  {crdXTriy^ ; 
TOfxri,  a  cutting).    The  value  of  salpingostomy  has  not  as  yet 
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Fig.  221. — Eesection  of  ovary,  igniptmctm-e,  and  salpingorrhaphy.  a.  Out- 
lines of  incision  in  ovary,  b.  Suture  of  the  resected  area.  Deep  and 
sviperficial  ignipuncture  marks,  c.  The  pavilion  of  the  tube  fixed  to  the 
ovary  (Pozzi). 

been  properly  ascertained.  There  seems,  however,  to  be  little 
doubt  that  to  afford  any  hope  of  success— that  is  of  a  sub- 
sequent pregnancy — it  must  be  combined  with  salpingorrhaphy 
{(jdXTriy^;  pa(pri,  a  seam) — the  suture  of  the  pavilion  of  the  tube 
to  the  ovary. 

Ifidicahons.— Salpingostomy  followed  by  salpingorrhaphy  is 
indicated  in  catarrhal  non-cystic  conditions  of  the  tube,  in 
which  the  original  ostium  can  be  re-established,  and  in  which 
the  remainder  of  the  tube  is  patulous,  as  proved  by  passing  a 
probe  through  it  into  the  uterus. 
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Instruments. — The  instniinents  are  the  same  as  those  required 
for  salpingectomyj  with  the  addition  of  a  fine  probe  {v.  page 
382). 

Operation. — The  peritoneal  cavity  is  opened  either  through 
the  abdominal  wall  or  the  vagina,  and  the  tube  is  freed  from  its 
adhesions  and  drawn  out  through  the  wound.  An  attempt  is 
then  made  to  reopen  the  ostium  with  a  blunt  probe,  or  if  that 
fails  by  dividing  the  adherent  fimbrige  with  scissors.  The  tube 
is  washed  out,  a  probe  is  passed  through  it  into  the  uterus  in 
order  to  see  that  it  is  patent,  and  finally  the  ampulla  is  drawn 
as  far  as  possible  over  the  ovary  and  sutured  there  by  a  con- 
tinuous catgut  suture  [v.  Fig.  221,  c). 

OVARIOTOMY. 

Ovariotomy  [ovarium,  an  egg-holder;  ro/xrj,  a  cutting)  is  the 
term  applied  to  the  removal  of  the  ovary  for  a  new-  growth  as 
distinguished  fi-om  oophorectomy,  by  which  is  meant  the 
removal  of  the  ovary  for  any  condition  other  than  a  new 
growth.  The  term  ovariotomy  is  also  frequently  loosely 
applied  to  the  removal  of  cystic  tumours  of  the  broad  ligament. 

Indications. —  Ovariotomy  is  indicated  in  the  case  of  all 
malignant  and  papillary  tumours  of  the  ovary  or  broad  ligament, 
which  are  not  too  far  advanced  to  prevent  their  entire  removal, 
and  in  the  case  of  benign  tumours  which  cannot  be  removed  by 
resection  [v.  page  390). 

Instruments. — The  instruments  required  will  be  found  under 
the  head  of  ventral  or  vaginal  coeliotomy  [v.  pages  236,  252). 

Operation. — Small  cystic  or  solid  tumours  of  the  ovary  may 
be  removed  by  the  vaginal  route.  Large  cystic  or  solid  tumours 
must  be  removed  by  the  abdominal  route.  It  is  with  the  latter 
operation,  we  are  here  alone  concerned.  As  soon  as  the  tumour 
has  been  exposed,  the  fingers  or  hand,  according  to  the  size  of 
the  opening  in  the  abdominal  wall,  are  passed  into  the  peritoneal 
cavity  in  order  to  correct  our  original  diagnosis,  or  to  make  it 
Tnoi-e  definite  by  noting  the  following  points  : — 

(1)  The  presence  or  absence  of  peritoneal  adhesions. 

(2)  The  relationship  of  the  tumour  to  the   pelvic  and 

abdominal  contents. 
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(3)  The  nature  of  the  tumour,  i.  e.  whether  it  is  solid  or 

cystic. 

(4)  If  cystic,  whether  it  is  composed  of  one  or  more  large 

cysts,  or  of  an  indefinite  number  of  minute  cysts. 
As  the  details  of  the  operation  depend  upon  the  answers  to 
these   questions,   it   will  be    well   to   discuss  each  of  them 
separately. 

(1)  The  presence  or  absence  of  peritoneal  adhesions. — 
Adhesions  may  exist,  and  very  frequently  do  exist,  in  the 
case  of  long-standing  tumours,  between  the  latter  and  the 
intestines,  uterus,  and  parietal  peritoneum.  If  these  adhesions 
are  recent,  they  can  be  easily  broken  down ;  but,  if  they  are  of 
long  standing,  they  may  convert  what  would  have  been  other- 
wise an  easy  operation  into  one  of  extreme  difficulty.  Recent 
adhesions  can  be  separated  with  the  fingers,  or  can  be  wiped 
off  with  a  sponge.  Long  string-like  adhesions  may  be  torn 
across  or  divided  with  a  scissors.  If  vessels  run  in  them,  they 
must  be  tied  on  the  peritoneal  side  of  the  division.  Firm 
fibrous  adhesions,  between  the  intestines  or  uterus  and  the 
tumour,  must  be  divided  with  the  knife,  the  division  being 
always  made,  in  the  case  of  intestino-ovarian  adhesions,  at  the 
expense  of  the  tumour.  If  such  adhesions  contain  vessels,  the 
bleeding  must  be  checked  by  sewing  over  the  cut  surface  with 
fine  silk,  and  the  same  must  be  done  if  their  separation 
involves  the  stripping  of  the  peritoneal  coat  of  the  intestine. 
All  parietal  adhesions  that  can  be  reached  must  be  broken 
down  before  the  tumour  is  tapped,  as  they  prevent  the  latter 
from  being  drawn  outwards  as  it  collapses,  and  so  render  more 
likely  the  escape  of  its  contents  into  the  peritoneal  cavity. 

(2)  The  relationship  of  the  tumour  to  the  pelvic  and  abdo- 
minal contents. — The  relations  of  the  tumour  enable  a  diao'nosis 
to  be  made  between  tumours  of  the  ovary,  of  the  uterus,  or  of 
any  of  the  abdominal  organs. 

An  ovarian  tumour  is  moored  to  the  floor  of  the  pelvis  at  one 
or  other  side  by  the  broad  ligament,  which  has  either  been 
stretched  out  into  the  form  of  a  pedicle,  or  which  invests  the 
tumour  owing  to  the  intra-ligamentous  growth  of  the  latter.  If 
the  tumour  is  pedunculated,  it  is — relatively  to  its  size — more 
freely  moveable  than  is  an  intra-ligamentous  growth,  aud,  at 
the  same  time,  its  area  of  attachment  to  the  pelvic  floor  is 
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very  much  narrower.  It  may  not  be  possible — in  the  case  of  a 
large  cystic  tumour — to  make  out  these  points  until  the  contents 
have  been  evacuated,  but  when  this  is  done  the  relations  of  the 
broad  ligament  are  easily  seen. 

(3)  'J'he  nature  of  the  tumour,  i.  e.  whether  it  is  cj'stic  or 
solid. — It  is  as  a  rule  an  easy  matter  to  determine  whether  the 
tumour  is  cystic  or  solid.  If  cystic,  it  can  usually  be  so 
diminished  by  tapping-  that  it  can  be  drawn  out  through  a 
small  abdominal  opening.  If  on  the  other  hand  it  is  solid,  the 
abdominal  opening  must  be  extended  sufficiently  to  permit  of 
its  removal  en  masse. 

(4)  If  cystic,  whether  it  is  composed  of  one  or  more  large 
cysts,  or  of  an  indefinite  number  of  small  ones. — This  point  is 
of  importance  and  can  be  determined  by  the  appearance  and 
feel  of  the  tumour.  If  an  ovarian  cyst  is  composed  of  one 
large  loculus,  its  size  can  be  reduced  to  a  most  marked  extent 
by  tapping,  and  the  same  can  be  said,  when  it  is  composed  of 
several  large  or  medium-sized  cysts.  But  there  are  other  cases 
in  which  the  number  of  the  cysts  is  apparently  infinite,  and  in 
which  the  diminution  brought  about  by  continuing  to  tap  them 
IS  so  small  as  to  be  of  very  slight  importance  in  comparison 
with  the  delay  in  the  operation,  the  increased  hemorrhage,  and 
the  almost  certain  fouling  of  the  peritoneal  contents  caused  by 
such  an  attempt.  Such  cysts,  as  soon  as  it  is  obvious  that  they 
cannot  be  further  reduced  in  size,  should  be  treated  as  solid 
tumours,  and  removed  en  masse. 

As  soon  as  the  foregoing  points  have  been  determined,  the 
remaining  steps  of  the  operation,  put  shortly,  consist  in  the 
following  : — 

(1)  Separate  all  adhesions  that  can  be  reached. 
^  (2)  If  the  tumour  is  solid  or  micro-cystic  increase  the  abdo- 
minal incision  until  it  is  sufficiently  large  to  allow  the  tumour 
to  be  drawn  out  en  masse;  if  cystic,  tap  it  in  the  following 
manner:— An  assistant  presses  gently  upon  the  antero-lateral 
faces  of  the  tumour  with  his  hands  laid  flat  on  the  abdominal 
wall  at  either  side  of  the  incision.  By  this  means  the  tumour 
IS  made  to  bulge  outwards  through  the  wound,  and  the  abdo- 
minal wall  is  kept  in  close  contact  with  it,,  so  preventing  the 
escape  of  fluid  into  the  peritoneal  cavity.  With  a  scalpel,  a 
small  incision  is  then  made  in  the  centre  of  that  part  of  the 
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cyst  wall  Avhicli  bulges  througli  the  wound.  The  pressure 
exerted  by  the  assistant  drives  the  contents  of  the  cyst  thi'ough 
this  opening  in  a  steady  stream,  which  can  be  directed  mto  a 
basin.  As  the  cyst  collapses,  the  operator  passes  one  blade  of 
a  stout  clamp  forceps,  or  of  a  Nelaton\s  cyst  forceps,  into  the 
cyst,  and,  the  other  blade  being  outside,  takes  a  firm  hold  of 
the  wall.  By  means  of  this  forceps,  supplemented  if  necessary 
by  others,  the  collapsing  cyst  is  drawn  gradually  out  of  the 
abdomen.  ^ 

(3)  If  the  cyst  is  pedunculated,  its  pedicle  is  tied  by  inter- 
locking sutures  {v.  Fig.  222)  ;  or,  preferably,  the  vessels  are 


Fi&.  222. — Method  of  tying  a  pedicle  by  tliree  interlocking  sutm-es.    A  .  The 
sutures  inserted,    b.  The  loops  cut,  the  ends  crossed  and  tied. 

ligated  separately,  and  the  cut  edges  of  the  pedicle  brought 
together  by  a  continuous  catgut  suture  {v.  page  383).  If  the 
cyst  is  found  to  be  an  intra-ligamentous  growth,  and  con- 
sequently to  have  no  pedicle,  a  pedicle  must  be  formed  for  it  in 
which  the  main  blood-vessels  Avill  be  included.  This  can 
usually  be  done  by  incising  the  peritoneal  capsule  of  the  tumour 
and  stripping  it  ofE  the  latter  until  the  base,^ — that  is  the 
portion  which  is  not  covered  by  peritoneum, — is  reached.  The 
blood-vessels  enter  at  this  point,  and,  if  the  cyst  is  drawn 
upwards,  they  will  be  put  upon  the  stretch,  and  room  will  be 
given  either  to  tie  them  e7i  masse,  or  separately.  Any  excess 
of  peritoneum  is  then  cut  away,  and  the  edges  brought  together 
by  means  of  a  continuous  catgut  suture. 
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Complications. — The  most  inipoi'taiit  complications  whicli  are 
met  with  in  the  course  of  an  ovariotomy  are  : — 

(1)  Adhesions. — These  are  met  with  in  all  degrees  of 
strength.  Usually  they  can  be  easily  broken  down  or  divided, 
but  on  the  other  hand — though  very  rarely — they  may  be  found 
to  be  so  dense  and  numerous  that  they  prevent  the  removal  of 
the  cyst  wall. 

(2)  Fistulous  openings  between  the  cyst  and  any  of  the 
abdominal  viscera. — If  such  are  found  to  be  present  they  must 
be  closed,  at  the  earliest  possible  moment. 

(3)  Twisted  pedicle. — In  some  cases,  as  the  cyst  grows,  the 
pressure  of  the  abdominal  walls  and  contents  acts  upon  it  in 
such  a  manner  as  to  cause  it  to  rotate,  and  so  brings  about  a 
twisting  of  its  pedicle.  The  chief  danger  of  this  condition 
during  the  operation  is  that  as  the  cyst  empties  it  tends  to 
untwist  itself,  and,  as  this  untwisting  occurs,  the  opening  in  its 
wall  may  be  carried  away  from  the  opening  in  the  abdominal 
wall,  so  permitting  an  escape  of  the  contents  into  the  peritoneal 
cavity.  This  is  an  accident  which  can  best  be  guarded  against 
by  seizing  the  cyst  wall  in  clamp  forceps,  the  moment  after  the 
incision  through  it  has  been  made. 

(4)  Suppuration  of  the  contents. — There  is  nothing  to  be 
said  about  this  condition  except  to  call  attention  to  the  extreme 
importance  of  guarding  against  any  of  the  contents  finding 
their  way  into  the  peritoneal  cavity.  If  possible  a  tumour  with 
suppurating  contents  should  be  removed  entire,  as  is  usually 
done  in  the  case  of  a  dermoid. 

After-treatment. — The  after-treatment  of  ovariotomy  is  the 
same  as  that  of  ventral  or  vaginal  coeliotomy  [v.  pages  244,  261). 

OOPHORECTOMY— SALPINGO-OOPHORECTOMY. 

Oophorectomy  (wdv,  an  egg ;  ^oplw,  I  bear  ;  ekto^);,  a  cutting 
out)  is  the  term  applied  to  the  removal  of  the  ovary  for 
any  condition  other  than  a  neAv  growth.  Salpingo-oophorec- 
tomy  includes  the  removal  of  both  ovary  and  tube. 

/7^cZ^ca^^ow.s,— Oophorectomy  is  indicated  in  the  following 
conditions,  when  it  is  not  possible  to  relieve  such  conditions  by 
non-operative  measures  or  to  permanently  cure  them  by 
puncture  or  resection  of  the  ovary : — 
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(1)  Oophoritis,  and  ovarian  abscess, 

(2)  Cirrhosis  of  the  ovary.  -  i.~c  .C-i^A^trvwt(A.v.-^a*--^^  j-i 

(3)  Certain  cases  of  uterine  fibro-myomata  {v.  page  137). 
Salpingo-oophorectomy  is  indicated  when  the  tube  is  also 

diseased.    ^  "X.v.-_X-c..r--x_cvjL>--^  w!^-<->i-*-e_xLiL 

Instnomenls. — The  instruments  required  are  the  same  as  for 
salpingectomy  {v.  page  381). 

Operation. — The  ovary  is  exposed  by  whatever  route  is 
considered  most  suitable,  and  is  drawn,  if  possible,  into  the 
wound.  It  is  then  seized  in  a  forceps,  and  drawn  away  from  the 
broad  ligament  so  as  to  put  its  attachments  to  the  latter  and  to 
the  uterus  on  the  stretch.  The  utero-ovarian  and  infundibulo- 
pelvic  ligaments  are  then  tied  separately  with  silk,  and  the 
ovary  is  cut  away  keeping  as  close  to  it  as  possible  without 
leaving  any  tissue  behind.  If  there  is  bleeding  from  the  cut 
surface,  it  can  be  stopped  b}^  ligating  any  vessels  which  may 
spout.  The  divided  edges  of  peritoneum  are  then  sutured 
together  by  means  of  a  continuous  catgut  suture. 

SaliDingo-oophorectomy  is  performed  in  almost  the  same 
manner  as  salpingectomy  {v.  page  382).  If  a  double  ligature  is 
used,  the  outermost  ligature  is  tied  below  the  ovary  (i;.  Figs. 
219,  220). 

EESECTION  OF  THE  OVAEY  AKD  laNIPUNCTUEE. 

These  two  operations,  which  form  so  large  a  part  of  the 
conservative  surgery  of  the  ovary,  can  best  be  described  together. 
By  the  term  resection  of  the  ovary  is  meant  the  excision  of 
the  diseased  portion  of  the  ovary,  with  the  object  of  leaving 
the  healthy  portion.  Tgnipuncture  is  the  term  applied  to  the 
cauterisation  of  small  cysts  of  the  ovary,  with  the  objects  of 
destroying  the  cyst  wall  and  leaving  the  healthy  portions  of 
the  ovary  behind. 

Indications. — One  or  other  operation,  or  sometimes  both,  are 
indicated  under  the  following  conditions,  when  palliative 
measures  fail_,  and  when  it  is  possible  to  destroy  or  remove  the 
diseased  portion  of  ovary  while  still  leaving  a  portion  capable 
of  carrying  out  its  function  : — 

(1)  Small  benign  tumours. 

(2)  Large  cystic  follicles. 
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(3)  Cyst  of  the  corpus  luteum. 

(4)  Sclei'O-cystic  oophoritis. 

Eesection  is  indicated  when  the  pathological  condition  is 
limited  to  a  portion  of  the  ovaiy,  ignipuncture  when  the  ovary 
is  invaded  more  or  less  uniformly  with  small  cysts. 

Instruments. — The  instruments  are  the  same  as  those  required 
for  coeliotomy,  ventral  or  vaginal  as  the  case  may  be  {v.  pages 
236,  252),  with  the  addition  of  a  Paquelin^s  thermo-cautery 
with  a  stiletto-shaped  blade. 

Operation. — ^To  perform  resection,  the  ovary  is  seized  between 
the  finger  and  thumb,  and  with  a  scalpel  the  part  to  be 
removed  is  marked  out  by  means  of  an  oval  incision.  The 
incisions  are  then  carried  downwards  into  the  ovarian  tissue,  in 
such  a  manner  that  the  whole  of  the  diseased  part  is  cut  out ; 
or,  in  the  case  of  a  cyst,  the  latter  may  be  dissected  out  with 
scissors,  or  enucleated.  The  cut  edges  are  then  brought 
together  by  means  of  a  continuous  catgut  suture,  which  is 
passed  so  as  to  include  the  entire  depth  of  the  wound.  This 
also  answers  the  purpose  of  checking  haemorrhage  (Fig.  221, 
A,  b). 

For  the  purpose  of  ignipuncture,  a  Paquelin^s  thermo-cautery 
is  used,  with  a  sharp  stiletto-shaped  blade.  It  is  heated  to  a 
cherry-red,  and  each  cyst  punctured  with  it  in  turn.  The 
position  of  the  cysts  is  determined,  in  the  case  of  those  which 
are  superficial,  by  noting  the  manner  in  which  they  project  above 
the  surface  of  the  ovary ;  in  the  case  of  those  that  lie  more 
deeply,  by  the  fact  that  the  surface  of  the  ovary  is  less,  or 
perhaps  more,  resistent  over  them.  If  the  ovary  is  much 
enlarged,  it  may  be  necessary  to  make  an  incision  along  its  free 
border,  extending  at  least  half-way  through  the  ovary  itself. 
In  this  manner,  deeply-placed  cysts  will  be  found.  This  incision 
must  be  afterwards  closed  with  a  continuous  catgut  suture. 


CHAPTER  XXIII. 


OPERATIONS  ON  THE  UTERINE  LIGAMENTS  AND  PELVIC 

PERITONEUM. 

Shortening  of  the.  Round  Ligaments— Indications— Instruments— Operations ; 
Extra-peritoneal  Shortening,  Intra-peritoneal  Shortening— Complications 
— After-ti-eatment.  Vaginal  Incision  and  Drainage— Indications— Instru- 
ments—Operation— After-treatment— Complications.  Radical  lYeatment 
of  Peritoneal  Adhesions— Instruments  -  Operation— After-treatment. 

SHORTENING  OF  THE  ROUND  LIGAMENTS. 

Shortening  of  the  round  ligaments  with  tlie  object  of  thus 
correcting  retro-deviations  of  the  uterus  can  be  performed 
either  extra-peritoneally  (Alexander),  or  intra-peritoneally  by 
the  abdominal  route  (Dudley,  Wylie)  or  by  the  vaginal  route 
( Wertheim) . 

Indications. — Certain  cases  of  retro-deviation  of  the  uterus  {v. 
page  89). 

Instruments. — The  instruments  ]-equired  for  extra-peritoneal 
shortening  are : — A  scalpel,  needle-holder,  medium  whole-curved 
needles,  six  clip-forceps,  small  toothed  dissectiug  forceps,  and  a 
director  with  a  hook  at  one  end  {v.  Figs.  106,  107,  115).  For 
intra-peritoneal  shortening  the  instruments  required  are  those 
given  under  the  head  of  ventral  or  vaginal  coeliotomy  [v.  pages 
236,  252). 

Operations. —The  two  classes  of  operation — extra-  and  intra- 
peritoneal— must  be  described  separately. 

Extra-peritoneal   Shortening  Extra-peritoneal  shortening — 

Alexander's  operation — is  performed  as  follows  : — An  incision, 
two  inches  in  length,  is  made  through  the  skin  and  fat  about 
half  an  inch  above  the  pubic  spine,  and  parallel  to  the  course 
of  the  inguinal  canal.     By  dissecting  up  the  fat  a  little,  the 
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fibres  of  the  external  oblique  are  exposed.  The  external 
abdominal  ring,  through  which  the  round  ligament  emerges, 
will  be  found  either  by  looking  for  the  small  boss  of  fat  which 
bulges  through  it,  or  by  laying  the  tip  of  the  finger  on  the 
pubic  spine,  when  the  ring  will  be  felt  immediately  above  and 
slightly  external  to  the  latter.  The  round  ligament  must  next 
be  found,  a  proceeding  which  is  sometimes  attended  with  a 
little  difficulty,  owing  to  the  manner  in  which  the  fibres  of  the 
lio-ament  are  spread  out  and  mingled  with  the  surrounding 


B  f, 
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Fig.  223. — EelationsMps  of  the  right  roiind  ligament  at  the  external  abdominal 
ring  (VValdeyer).  a.  Superficial  epigastric  artery  and  vein.  b.  External 
pnbic  vein.  c.  External  spermatic  nerve,  c.  Ileo-ingninal  nerve,  e.  Ex- 
ternal pillar  of  external  abdominal  ring.  f.  Internal  pillar  of  external 
abdominal  ring.    g.  Superficial  abdominal  fascia,    h.  Eoimd  ligament. 

cellular  tissue.  It  may  be  recognised  by  looking  for  a  small 
nerve  which  also  emerges  through  the  ring — the  genital  branch 
of  the  genito-crural  nerve — directly  under  which  it  lies  [v.  Fig. 
228).  Owing  to  this  difficulty,  it  has  been  recommended  to  open 
up  the  inguinal  canal  for  a  short  distance,  as  the  ligament  Avill 
then  be  readily  found  lying  in  it  (Lang,  Schulz).  The  hooked 
director  is  then  passed  under  the  ligament  in  order  to  isolate  it. 
A  similar  incision  is  made  at  the  other  side^  and  the  ligament 
exposed  and  isolated  in  the  same  manner. 
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The  nexb  step  consists  in  placing  the  uterus  in  a  normal 
position — if  this  has  not  been  already  done.  This  is  best 
accomplished  by  the  aid  of  a  sound,  which  is  held  by  an 
assistant  in  such  a  manner  as  to  keep  the  fundus  in  front. 
Each  ligament  is  caught  in  a  clip  forceps  or  in  the  fingers,  and 
is  drawn  gently  outwards  until  the  effect  of  the  traction  is  com- 
municated to  the  sound.  The  usual  amount  thus  pulled  out  is 
from  four  to  six  inches. 

The  next  step  consists  in  the  fixing  of  the  ligament  in  its 


Fig.  224. — Intra-peritoneal  shortening  of  the  round  ligaments,    a.  Wylie's 
method,    b.  Dudley's  method.  (Labadie-Lagi-ave.) 

new  position.  This  is  usually  done  by  passing  a  silk  suture 
through  the  ligament,  and  then  through  the  aponeurosis  of  the 
external  oblique.  In  addition,  the  inguinal  canal — if  it  has 
been  opened- — and  the  external  ring  must  be  closed  by  means 
of  a  continuous  catgut  suture,  in  each  loop  of  which  it  is  well  to 
include  the  ligament.  The  projecting  piece  of  ligament  is  then 
cut  off. 

The  last  step  consists  in  closing  the  Avound  by  means  of 
interrupted  sutures  of  silkworm  gut. 
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Intra-peritoneal  Shortening-. — Intra-peritoneal  sliortening  can 
be  pevformed  by  the  abdominal  or  A^aginal  route.  The  former 
is  specially  indicated  when^  in  addition  to  fixing  the  uterus 
in  a  normal  position^  it  is  also  necessary  to  separate  adhe- 
sions. Wylie,  Avho  operates  by  the  abdominal  route,  catches 
the  ligament  in  a  forceps,  and  draws  it  outwards  in  such  a 
manner  as  to  double  it  on  itself  {v.  Fig.  224,  a).  He  then 
vi\'ifies  the  inner  face  of  this  fold,  and  fixes  the  ligament  in 
in  this  position  by  means  of  three  encircling  sutures.  Dudley, 
also  operating  by  the  abdomen,  vivifies  first  a  portion  of  tlie 
antei'ior  face  of  the  uterus  at  either  side,  starting  at  the  origin 
of  the  round  ligaments,  and  extending  to  about  a  thumb's 
breadth  above  the  vesical  reflection  of  peritoneum.  The  round 
ligament,  freed  from  its  peritoneal  investment,  is  then  sutured 
in  the  form  of  a  V-shaped  loop  to  this  area  by  means  of  catgut 
sutures  {v.  Fig.  224,  b). 

Wertheim's  operation  closely  resembles  Wylie's,  except  that 
it  is  performed  by  the  vaginal  route.  It  is  for  that  reason  to 
be  preferred  to  the  abdominal  operation  in  the  case  of  multi- 
parEe  in  whom  the  vagina  is  relaxed. 

Complications. — In  extra-peritoneal  shortening  it  may  in 
some  cases  be  very  difficult  or  impossible  to  find  the  ligaments. 
This  trouble  can,  however,  be  done  away  with  by  systematically 
opening  the  inguinal  canal. 

After-treatment. — After  extra-peritoneal  shortening  the  pa- 
tient is  kept  in  bed  for  three  weeks,  while  the  stitches  in  the 
abdominal  wound  are  removed  at  the  end  of  eight  days.  A 
pessary  should  be  inserted  immediately  after  the  operation,  and 
be  worn  for  six  weeks  or  two  months.  The  after-treatment  in 
cases  of  intra-peritoneal  shortening  is  the  same  as  that  of 
ventral  or  vaginal  coeliotomy  as  the  case  may  be  {v.  pages  244, 
261). 

VAGINAL  INCISION  AND  DRAINAGE. 

Vaginal  incision  and  drainage  is  of  value  in  order  to 
evacuate  collections  of  pus  from  the  pelvis,  and  to  afford 
drainage  from  the  most  dependent  part  of  the  ]Deritone?J  cavity 
in  septic  peritonitis. 
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Indications.—Yagmal  incision  is  indicated  in  the  following 
cases  : —  ° 

(1)  Localised  collections  of  pus  in  Douglas'  poucli  or 

between  the  layers  of  the  broad  ligament. 

(2)  Cases  of  pyosalpinx  or  ovarian  abscess  in  which  the 

diseased  appendages  cannot  be  removed,  either 
owing  to  adhesions  or  to  the  inability  of  the  patient 
to  stand  a  serious  operation.  It  is  also  indicated 
as  a  preliminary  to  the  removal  of  the  appendages, 
with  the  object  of  lessening  the  risk  of  infection  of 
the  peritoneal  cavity. 

(3)  General  septic  peritonitis. 

Instniments.— The  following  instruments  are  required  :— A 
scalpel,  or  a  pair  of  long-handled  scissors  with  sharp  points ; 
Bozemann's  catheter ;  posterior  speculum ;  American  forceps ;  a 
couple  of  clip  forceps ;  long-handled  plugging  forceps  {v.  Fiis 
7,  10,  104).  ^  ' 

Operation. — Commence  by  examining  the  patient  carefully, 
especially  by  the  rectum,  in  order  to  determine  the  relationship' 
between  the  abscess,  the  rectum,  and  the  posterior  vaginal 
fornix.     Then  expose  the  last,  by  passing  a  posterior  speculum. 
If  the  cervix  is  low  down  and  fairly  moveable,  it  is  of  use  to 
catch  the  posterior  lip  in  an  American  forceps,  and,  by  drawing 
the  forceps  downwards  and. forwards,  so  to  i3lace  the  mucous 
membrane  of  the  fornix  upon  the  stretch.    A  transverse  incision 
IS  next  made  with  the  scalpel  through  the  mucous  membrane  of 
the  posterior  fornix  just  behind  the  junction  of  the  cervix  and 
vagina,  and  about  an  inch  in  length  {v.  Pig.  121).     In  most 
cases,  it  will  then  be  possible  to  push  the  finger  through  the 
wall  of  the  abscess,  and  so  make  a  passage  for  the  pus.  If 
this  cannot  be  done,  a  sinus  forceps  can  be  introduced  instead 
of  the  fingei',  and  the  opening  enlarged  by  drawing  the  forceps 
out  with  its  blades  apart.     Then,  with  one  finger  in  the  cavity, 
make  a  careful  bimanual  examination  with  the  object  of  ascer- 
taining the  relationship  of  the  abscess  to  the  pelvic  viscera,  and 
the  existence  of  secondary  pus-containing  loculi.    All  of  these 
latter  must  be  carefully  broken  down  with  the  finger,  but  every 
precaution  must  be  taken  not  to  break  through  the  adhesions 
which  limit  the  infection  above.      The  cavity  is  then  well 
washed   out  with   creolin  or  other  antiseptic,   and  plugged 
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tiglitly  with  iodoform  gauze.  Usually,  there  is  tolerably  free 
haemorrhage,  but  this  will  stop  when  a  vaginal  plug  is  applied 
in  addition  to  the  plug  in  the  cavity,  and  supplemented  by  a 
firm  compress  and  abdominal  binder. 

If  the  case  is  one  of  intra-ligamentous  abscess  which  is 
pointing  at  some  part  of  the  abdominal  wall,  the  course  of 
procedure  must  be  somewhat  modified.  Open  the  abscess  first 
where  it  is  pointing,  and  then  in  many  cases  a  finger  can  be 
passed  downwards  through  the  cavity  to  the  bottom  of  the 
pelvis.  With  the  finger  in  this  position,  it  will  be  possible  to 
thrust  up  a  forceps  from  the  vagina  into  the  cavity,  without 
exposing  the  posterior  fornix.  The  cavity  can  then  be  washed 
out  by  allowing  a  stream  of  water  to  run  through  it.  In  septic 
peritonitis,  after  abdominal  coeliotomy  and  washing  out  of  the 
peritoneal  cavity,  it  is  well  to  make  a  free  opening  into  the 
vagina,  in  order  to  ensure  good  drainage. 

Complications. — The  principal  complication  which  may  occur 
is  the  wounding  of  the  rectal  wall  while  the  incision  is  being 
made.  If  the  opening  is  made  too  much  to  one  side,  there  is  a 
risk  of  wounding  the  ureter  or  uterine  vessels. 

After-treatment. — If  the  patient  goes  on  well  and  her  tem- 
perature is  fairly  normal,  the  gauze  plug  need  not  be  removed 
for  two  or  three  days,  but,  if  her  temperature  goes  up,  the  plug 
must  be  removed  the  day  subsequent  to  the  opeiation.  After 
it  is  removed,  the  cavity  is  well  washed  out  and  a  fresh  plug 
inserted.  This  treatment  is  continued,  and  in  a  few  days  the 
size  of  the  cavity  will  have  become  so  much  lessened  that  it  will 
be  possible  to  dispense  with  the  plug  in  the  cavity,  and  only 
necessary  to  place  some  gauze  in  tlie  vaginal  opening  in  order 
to  keep  the  latter  patent. 

RADICAL  TREATMENT  OF  PERITONEAL  ADHESIONS. 

In  a  small  proportion  of  cases,  it  may  be  necessary  to  open 
the  abdominal  cavity  in  order  to  break  down  adhesions  between 
tlie  uterine  appendages  and  the  surrounding  parts.  This  can  be 
done  either  by  vaginal  or  ventral  coeliotomy. 

Indications. — Cceliotomy  is  indicated  in  order  to  break  down 
adhesions  when  they  give  rise  to  any  considerable  degree  of 
pain,  which  cannot  be  relieved  by  less  radical  treatment  {v. 
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page  198)  j  or,  when  tliey  cannot  be  broken  down  by  Schultze's 
method  {v.  page  336).  It  is  also  indicated  in  the  case  of 
adhesions  which  cause  chronic  or  acute  intestinal  obstruction 

Imtr^^ments.— The  instruments  are  the  same  as  those  required 
for  vaginal  or  ventral  coeliotomy  as  the  case  may  be  {v.  pages 
236,  252). 

Operation.— There  are  no  very  special  points  in  the  operation 
to  call  for  remark.  The  abdominal  cavity  is  opened  by  what- 
ever route  is  thought  best.  Eecent  adhesions  are  broken  down 
with  the  fingers.  Fibrous  adhesions  of  long  standing  are 
divided  with  the  scalpel  or  scissors,  bleeding  vessels  ligated, 
and  the  peritoneum  brought  together  over  the  cut  surface.  If 
the  uterus  was  in  a  position  of  retro-deviation  before  the  opera- 
tion, it  should  be  fixed  in  front  by  performing  ventral  or 
vaginal  hysteropexy.  If  the  ovaries  or  tubes  are  adherent, 
they  should  be  set  free. 

After-treatment. — The  after-treatment  is  the  same  as  that  of 
vaginal  or  ventral  coeliotomy  as  the  case  may  be  (v.  pao-es  244 
261). 
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Abdominal  coeliotomy,  235 — 247 

—  examination  of  patient,  5 

—  liysterectomy,  338—359 

 partial,  339—347 

 total,  347—359 

—  hysteropexy,  373—376 

 in  prolapse,  77 

 in  retro-deviations,  88 

—  myomectomy  and  enucleation,  139 

—  woimd,  siiture  of,  241 — 244 
Adeno-fibromyoma,  124 
Adenoma  of  cervix,  121 

—  of  ovary,  182 

—  of  tube,  174 

—  of  uteriis,  112,  124 
Adenomatous  endometritis,  112 
Adhesive  vaginitis,  43 
Alexander's  operation,  392 
Amenorrhcea,  19,  20 

—  actual,  19,  20 

—  apparent,  19 

—  reflex,  20 

—  sympathetic,  20 
American  forceps,  12 
Amputation  of  cervix,  308 — 314 

 in  endocervicitis,  123 

 in  prolapse,  76 

Anteposition  of  uterus,  95 
Anterior  colporrhaphy,  305,  306 

 in  prolapse,  76 

—  colpotomy,  253 — 259 

—  vaginal  fixation,  376 — 379 

 in  prolapse,  77 

 in  retro -deviations,  88 

Anteversion  and  flexion,  91 — 94 


Antiseptic,  definition,  227 
Antiseptics,  232—234 
Artificial    vesico- vaginal   fistula,  to 
make,  274,  275 

 value  of,  in  cystitis,  28 

Ascent  of  ovary,  178 

—  of  uterus,  67,  68 
Aseptic,  definition  of,  227 
Atmocausis,  327 — 332 

—  in  acute  endometritis,  107 

—  in  haemorrhagic  endometritis,  117 

—  in  tuberculosis  of  endometrium, 

156 

Atresia  of  genital  passages,  216 — 219 
Atrophic  endometritis,  113 

—  oophoritis,  167 

\ito-suggestion,  amenorrhcea  due  to, 
20 


Backward  displacements,  78 — 91 
Bacterial  theory  of  endometritis,  109, 
110 

Bandl's  hollow  sound,  117 
Bartholin's  gland,  carcinoma  of,  38 

—  —  cyst  of,  39 

 removal  of,  280,  281 

Bimanvial  examination,  method  of  per- 
forming, 6 — 10 

—  reposition  of  retro-deviated  ute- 

rus, 83—85 
Bladder,  cystitis,  25 — 28 

—  diseases  of,  25 — 28 

—  fistiila;  of,  210—215 

 operations  for  cure  of,  264 — 274 
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Bladder,  washing  oxit  of,  27,  28 
Bozeiiiaian's  catheter,  27 
Braun's  intra-uterine  syi-inge,  117 
Broad  ligament,  cysts  of,  201—203 

 fibro-niyomata  of,  203 

 liEBinatonia  of,  203 

Canal  of  Nuck,  hydrocele  of,  40 
Carcinoma  of  clitoris,  38 

—  of  ovary,  195 

—  of  tube,  174 

—  of  uterus,  140—149 

—  of  vagina,  49,  50 

—  of  vxilva,  38 
Castration  for  myoma,  137 
Catarrhal  salpingitis,  163 

—  vaginitis,  42 — 46 

—  vulvitis,  31,  32 

Catgut,  preparation  of,  229  -  232 

Cavernous  myoma,  129 

Cervical  dilatation,  13,  14,  322—324 

—  dilators  13,  14 

—  metritis,  118—123 

 acute,  118,  119 

 chronic,  119—123 

Cervix,  amputation  of,  308 — 314 

 infra-vaginal,  310 — 314 

 supra-vaginal,  308 — 310 

—  carcinoma  of,  144 — 149 

—  dilatation  of,  13,  14 

—  division  of,  317—322 

—  ectropion  of,  122,  123 

—  erosion  of,  120 — 123 

—  inflammation  of,  119 — 123 

—  laceration  of,  208—210 

—  sarcoma  of,  149 — 152 

—  suture  of,  314,  315 
Chorio-epithelioma,  153 
Chorio-sarcoma,  153 

Clitoris,  amputation  of,  279,  280 

—  malignant  disease  of,  38 
Clover's  crutch,  234 
Coeliotomy,  235—261 

—  vaginal,  247 — 261 

—  ventral,  235-247 
Colpocleisis,  306 

—  in  vaginal  fistulse,  214 
Colpo-perinseorrhaphy,  283 — 304 


Co]po-]5orina3orrhaphy  in  prolapse,  76 
Colputomy,  247—  201 

—  anterior,  247 — 259 

—  posterior,  259—261 
Congenital  absence  of  ixterus,  etc.,  55 

—  atresice,  216 — 219 

—  atrophy  of  uterus,  57 

—  hypertrophy  of  cervix,  58 

—  stenosis  of  cervical  canal,  55 — 58 
Coi"poreal  metritis,  104—118 

 acute,  104—107 

 chronic,  107—118 

Curetting,  325—327 

—  as  an  aid  to  diagnosis,  13 

—  in  endometritis,  116 

—  in  myoma  uteri,  136 

—  in  salpingitis,  172 
Cystitis,  25—28 
Cystocele,  206 

Cysts  of  Bartholin's  gland,  39 
 removal  of,  280,  281 

—  of  broad  ligament,  201—203 

—  of  ovary,  181—194 

—  of  vagina,  51,  52 

—  of  vulva,  39 

Deciduoma  maligmxm,  153 — 155 
Dermoid  cysts,  182,  183,  190,  191  * 
Descent  of  ovary,  178  —180 

—  of  uterus,  68—78 
Dextroposition  of  uterus,  95 — 97 
Dextroversion  and  flexion,  95 — 97 
Diagnostic  instruments,  11 — 15 

—  operations,  15 

Diffuse  intra-peritoneal  haemorrhage, 
221 

Dilatation  of  cervix,  13,  14 
Disi^lacements  of  ovaries,  177 — 180 

—  of  uterus,  59—103 

 backward,  78 — 91 

 downward,  68 — 78 

 forward,  91 — 95 

 inversion,  97 — 103 

 list  of,  67 

 torsion,  97 

 upward,  67,  68 

Dissecting  forceps,  115 
Division  of  cervix,  317 — 322 
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Division  of  cervix,  bilateral,  318,  319 

 posterior,  319  -  322 

Double  uterus,  55 

Doyen's  abdominal  hysterectomy,  347 
—354 

—  anterior  retractor,  236 

—  broad  ligament  clamps,  359 

—  crotchet,  348 

—  myoma  extractor,  339 

—  ovarian  extraction  forceps,  252 

—  posterior  speciilum,  249 

—  retractor,  114 

—  vaginal  hysterectomy,  367,  368 
Drainage  in  coeliotomies,  238  —241 

—  vaginal,  240 

Dressings,  sterilisation  of,  228,  229 
Dudley's  operation  for  vesico-vaginal 
fistula,  268,  269 

—  posterior  division  of  cervix,  320 — 

322 

—  shortening  of  round  ligaments, 

395 

Diihrssen's  anterior  colpotomy,  259 

—  vaginal  hysteropexy,  378 
Dysmenorrhoea,  21 — 24 

—  cause  of,  in  cervical  stenosis,  22, 23 

—  exfoliative,  23 

—  membranous,  23 

Ectropion,  122,  123 
Eczema  of  vulva,  33 — 35 
Electrolysis  for  myomata,  136,  137 
Elephantiasis,  37 

Emmet's  trachelorrhaphy,  316,  317 
Emphysematous  vaginitis,  47,  48 
Endometritis,  acute,  105—107 

—  chronic,  109—118 

—  glandular,  112 

—  haemorrhagic,  113 

—  interstitial,  112,  113 
mixed,  113 

Endosalpingitis,  163 
Enucleation  of  myomata,  139 
Ergot  in  myomata,  135,  136 
Erosion  of  cervix,  120 — 123 
Exfoliative  dysmenorrhoea,  23 

—  endometritis,  115 
Extra-peritoneal  htcmoiThago,  225, 226 


Exudative  vaginitis,  46,  47 

—  vulvitis,  32,  33 

Fallopian  tubes,  diseases  of,  157 — 176 

—  —  inflammatory  diseases  of,  157 

—174 

 new  growths  of,  174 

—  —  tubal  pregnancy,  176 
 tuberculosis  of,  174,  175 

Pergvison's  speculum,  11,  12 
Pibro-adenoma  of  uterus,  124 
Pibro-cystic  tumour  of  uterus,  128, 129 
Fibroma  of  ovary,  195 
Pibro-myoma  of  broad  ligament,  203 

 of  round  ligament,  203,  204 

 of  viterus,  125—140 

Fistula  forceps,  251 
Fistidae,  210—215 

—  operations  for,  264 — 274 
Flexible  rubber  pessary,  73 
Flexion  of  the  uterus,  definition  of,  60 
Follicular  erosion,  121,  122 

—  hypertrophy  of  cervix,  122 
Forward  displacements  of  uterus,  91 — 

95 

Fungous  endometritis,  113 

Granular  vaginitis,  43 

—  vulvitis,  31 
Gynaecological  couch,  6 

Hsematocele,  223,  224 
Haematocolpos,  217 

Haeniatoma  of  broad  ligament,  225, 226 

—  of  vagina,  53 

—  of  vulva,  39 
Hsematometra,  217 
Hsematosalpinx,  165 
Hands,  sterilisation  of,  232 
Hegar's   colpo-perinaeorrhajjhy,  com- 
plete, 301—304 

—  —  incomplete,  295 — 299 

—  curette,  325 

—  dilators,  14 
Hernise,  39,  40 

—  of  ovary,  173 
Herpes  of  vulva,  33 
History  of  the  patient,  1—5 

26 
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Hodgo  pessary  in  prolapse,  74 

 in  rotro-deviations,  87,  88 

Hollow  vulcanite  ring  pessary,  74 
Hydrocele  of  canal  of  Nuck,  40 
Hydrops  folliculi,  185 

—  tobffi  profiuens,  1G8 
Hydrosalpinx,  lOS 
H3qDertropliic  oophoritis,  167 
Hypertrophy  of  cervix,  congenital,  58 
Hysterectomy,  338 — 373 

—  in  carcinoma  uteri,  195 

—  in  inversion,  103 

—  in  myomata,  138 

—  in  prolapse,  77 

—  in  sali^ingo-oophoritis,  173 

—  vaginal,  359—373 

—  ventral,  338—359 
Hysteropexy,  373  -379 

—  in  prolapse,  77 

—  in  retro-deviations,  88 

—  vaginal,  376—379 

—  ventral,  373 — 376 

Ignipunctiu-e  of  ovary,  174 
Imperforate  hymen,  216 

 excision  of,  281 

Infantile  uterus,  57,  58 
Inflammatory  diseases  of  ovaries,  158 
—174 

 of  tubes,  157—174 

 of  uterus,  104—123 

 of  vagina,  42 — 48 

 of  vulva,  30  -33 

Ingviinal  hernia,  39 
Instruments,  sterilisation  of,  229 
Interstitial  endometritis,  112,  113 

—  oophoritis,  acute,  166 
 chronic,  166,  167 

—  salpingitis,  163 
Intra-peritoneal  hsemorrhage,  220 — 

225 

Inversion  of  uterus,  97 — 103 

 acute,  98—100 

 chronic,  100—103 

—  radical  cure  of,  379,  380 

Iodised  phenol,  116 
Iodoform  gau.ze,  as  a  means  of  dilating 
the  cervix,  323 


KeUy's  eolpo-perinoeon-haphy,  289 — 
295 

—  cystoscope,  275 — 276 

—  hystoro-myomectomy,  343 — 347 

—  ventral-hysteropexy,  374 — 376 
Zolpo-hypei-plasia  cystica,  47 
Kiistner's  operation  for  inversion,  103 

Labio-vaginal  hernisB,  40 
Labivim,  tumours  of,  38 

 removal  of,  281 

Laminaria  tents,  13 
Langhans'  layer,  154 
Lateral  displacements  of  uterus,  95  —  97 
Lawson  Tait's  perineeorrhaphy,  com- 
plete, 299—301 

 incomplete,  283—287 

 scissors,  282 

Mackenrodt's  anterior  colpotomy,  253 
—259 

—  operation  for  vesical  fistulae,  267 

—271 

—  vaginal  hysteropexy,  376 — 378 
Martin's  colpo-perinaeorrhaphy,  287 — 

289 

—  ciu-ette,  326 

—  needle-holder,  250 

—  needles,  250 

—  posterior  speciilum,  249 

—  radical  cxive  for  prolapse,  77,  78 
Massage  in  salpingo-oophoritis,  172 
Membranous  dysmenorrhoea,  23 
Menorrhagia,  21 

—  reflex,  21 
Menstruation,  16 — 24 

—  pathology  of,  19 — 24 

—  physiology  of,  16 — 18 
Metritis,  104-123 
Metrorrhagia,  21 
Meyer's  ring  pessary,  73,  74 
Mickulicz's  bag,  241 

Microscope  as  an  aid  to  diagnosis,  14, 
15 

Mixed  cysts  of  ovary,  183 
Morcellation  of  myomata,  140,  367 — 
370 

Mucoid  cysts  of  ovary,  182 
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Mailer's   vaginal  liystoreotomy,  367, 
3(38 

Mycotic  vaginitis,  45 
Myoma  of  ovai-y,  195 

—  of  tube,  174 

—  of  uterus,  124 — 140 
Myouiectomj',  139 
Myometritis,  aciite,  105 

—  chronic,  107—109 

Nabothian  follicle,  119,  120 
Nodal  cell,  190,  191 
Normal  positions  of  uterus,  63  -  67 
Nott's  speculum,  11,  12 

Olshausen's  pedicle  needle,  251 
Oophorectomy,  389—390 

—  for  myomata,  137 
Oophoritis,  165—167 

—  acute,  166 

—  chronic,  166,  167 
Oophoron,  180 
Operating  room,  228 

—  table,  234 
Ovariotomy,  385 — 389 

Ovary,  displacements  of,  177,  180 

—  inflammation  of,  158 — 174 

—  now  growths  of,  180—195 

 cystic,  181—194 

 solid,  194,  195 

—  tuberculosis  of,  196 

Papillary  erosion,  121 
Papilloma  of  tube,  174 
Parenchymatous    metritis,   v.  Myo- 
metritis 

—  oophoritis,  J66 
Paroophoron,  180,  181 
Parthenogenesis,  190 
Patient,  history  of,  1—5 

—  physical  examination  of,  5—11 

—  preparation  of,  for  operation,  232 
Poan's  hysterectomy  forceps,  251 

—  vaginal  hysterectomy,  368,  369 
Pean-Segond's    compression  forceps, 

339 

Pedicle  needles,  251 
Pelvic  cellulitis,  199—201 


Pelvic  examination  of  patient,  5 — 11 

—  peritonitis,  197—199 
Perinaeal  hernia,  40 
Perina3orrhaphy,  281 — 304 

—  complete,  299—304 

—  incomplete,  283  —299 

—  in  prolapse,  76 
PerinsBum,  41 

—  lacerations  of,  207,  208 

—  operations  on,  281 — 304 
Peritoneal  adliesions,  coeliotomy  for, 

397,  398 

—  —  Schultze'streatment  of,  336, 337 
Pessaries,  72 — 74 

Phlegmonous  vaginitis,  47 

—  vulvitis,  33 

Physical  examination  of  patient,  5 — 11 
Post-operative  complications,  246 
Pozzi's  ventral  hysteropexy,  374 
Procidentia  uteri,  68 — 78 
Prolapse  of  ovary,  178 — 180 

—  of  lu-ethral  mucous  membrane,  29, 

263 

—  of  uterus,  68—78,  206 
 to  replace,  71 

Proliferating  cyst  of  ovary,  182,  186 
—190 

Protargol,  in  acute  metritis,  106 

—  in  cystitis,  27 
Pruritus  viilvae,  35—37 
Pyosalpinx,  161 

Quenu's  vaginal  hysterectomy,  367, 368 

Eectoeele,  206 

Reflex  amenorrhoea,  20 

—  menorrhagia,  21 

Eeposition    of    acute    inversion  of 
uterus,  99 

—  of  chronic  inversion,  101 — 103 

—  of  prolapsed  uterus,  71 

—  of  retro-deviated  uterus,  82 — 86 
Kopositor  for  inverted  uterus,  102 
Resection  of  ovary,  390,  391 
Retention  cysts  of  vulva,  39 

—  removal  of,  280,  281 
Eetroposition  of  uterus,  90,  91 
Retro-uterine  hsematocele,  220 — 225 
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Retroversions  and  flexions,  78—90 
Rheinstadter's  cvirette,  326 
Ring  pessary,  73,  74 
Round  ligaments,  cysts  of,  203 

 fibroma  of,  203,  204 

 shortening     of,    extra -peri- 
toneal, 392—394 

 intra-peritoneal,  395 

Rntherford  Morison's   operation  for 
vesical  fistula,  266  —268 

Salpingectomy,  381 — 383 
Salpingitis,  159 — 174 

—  acute,  160—163 

—  chronic,  163—165 
Salpingorrha.phy,  384 
Salpingostomy,  384,  385 
Salpingo-oophorectomy,  389,  390 

—  for  inflammation,  173 

—  for  myomata,  137 
Salpingo-oophoritis,  158 — 174 
Sanger's  operation  for  vesico-vaginal 

fistula,  265,  266 

—  trachelorrhaphy,  314—317 

—  ventral-hysteropexy,  374 
Sarcoma  deciduo  cellulare,  153 

—  of  ovary,  195 

—  of  tube,  174 

—  of  uterus,  149—152 

—  of  vagina,  50,  51 

—  of  vulva,  38,  39 

Schroeder's  ampvitation  of  cervix,  311 
—313 

—  cervical  zones,  7p 

—  hysterectomy,  340—343 
Schultze's   method   of  replacing  an 

adherent  retro-deviation,  85,  86 
Sea-tangle  tents,  13,  14 
Senile  vaginitis,  43 

Shortening  of  the  roimd  ligaments  for 

prolapse,  77 

 for  retro-deviation,  89 

Silk,  preparation  of,  230 
Silkworm  gut,  to  prepare,  229,  230 
Simon  -  Marckwald's   amputation  of 

cervix,  313,  314 
Simple  vaginitis,  43 

—  vulvitis,  31 


Simpson's  division  of  cervix,  318,  319 
Sim's  curette,  325 

—  operation  for  vesico-vaginal  fis- 

tulsB,  264,  265 

—  posterior  division  of  cervix,  319, 

320 

—  treatment  of  inoperable  malig- 

nant disease,  335,  336 

—  vaginal  dilators,  49 
Sinistroposition  of  uterus,  95—97 
Sinistroversion  and  flexion,  95—97 
Smith-Hodge  pessary  for  prolapse,  74 

 for  retro-deviation,  87,  88 

Smyly's    modification  of  Schultze's 

spoon-forceps,  334 
Solid  vulcanite  ring  pessary,  73,  74 
Soiind,  uterine,  12,  13 
Speculum,  11,  12 
Sponge  tents,  13 
Sponges,  229 

Stenosis  of  cervix,  55 — 57 

Sterile,  definition  of,  227 

Sterility,  cause  of,  in  anteflexion,  94 

—  —  in  cervical  stenosis,  56 
Sterilisation,  definition  of,  228 

—  of  dressings,  228,  229 

—  of  field  of  operation,  232 

—  of  hands,  232 

—  of  instruments,  229 

—  of  sponges,  229 

—  of  sutm-e  materials,  229 — 232 
Siibmucous  myoma,  removal  of,  333  — 

335 

Super-heated  steam,  use  of,  327  -  332 
Surgical  cleanliness,  definition  of,  227, 
228 

Sympathetic  amenorrhoea,  20 
Syncytium,  154 

Tents,  13,  14 

Thomas's  jpessary,  72 

Torsion  of  pedicle  of  ovarian  cyst,  389 

—  of  tube,  168 

—  of  uterus,  97 
Trachelorrhaphy,  314  -317 

—  Emmet's,  316,  317 

—  in  ectropion,  210 

—  Sanger's,  314—316 
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Traumatic  lesions  of  genital  tract, 
205—215 

 of  cervix,  208-210 

 of  perincenm,  207 

 of  vagina,  203—210 

Trendelenbm-g's  operation  for  vesical 

fistula,  271—273 
Tubal  pregnancy,  176 
Tuberculosis  of  ovary,  196 

—  of  tube,  174,  175 

—  of  uterus,  155,  156 

—  of  vagina,  53 

—  of  vailva,  40 
Tvunom-s  of  ovary,  180—195 

—  of  tube,  174 

—  of  uteru.s,  124—155 

 benign,  124—140 

 malignant,  140 — 155 

—  of  vagina,  49 — 53 

 false,  49—51 

 true,  51 — 53 

—  of  vulva,  37—40 

 false,  37—39 

 true,  39,  40 

Tupelo  tents,  13 

Tympanites,  post-operative,  245,  246 

Undescended  ovary,  178 
Ureteral  fistulse,  210-215,  274 
Urethra,  diseases  of,  28,  29 

—  fistulse  of,  210-215,  274 

—  prolapse  of  mucous  membrane,  29, 

263 

—  vascular  caruncle  of,  28,  29 
 removal  of,  262 

Uterine  sound,  12,  13 
Uterus,  backward  displacements  of,  78 
—91 

—  congenital  absence  of,  58 

—  —  atrophy  of,  57 

—  displacements  of,  59—103 

—  double,  55 

—  downward  displacements  'of,  68 — 

78 

—  errors  of  development  of,  54—58 

—  fibro-myomata  of,  124—140 

—  fixation  of,  373—379 

—  forward  displacements  of,  91 — 95 


Uterus,  infantile,  57,  58 

—  inflammatory  diseases  of,  104 — 123 

—  inversion  of,  97—103 

—  lateral  displacement  of,  95 — 97 

—  major  operations  on,  338 — 380 

—  malignant  growths  of,  140 — 155 

—  minor  operations  on,  308 — 337 

—  new  growths  of,  124  —156 

—  normal  positions  of,  63 — 67 

—  prolapse  of,  68 — 78 

—  torsion  of,  97 

—  tuberculosis  of,  155,  156 

—  tumours  of,  124 — 155 

—  upward  displacement  of,  67,  68 

Vagina,  diseases  of,  42 — 53 

—  inflammatijon  of,  42 — 48 

—  operations  on,  281 — 307 

—  traumatic  lesions  of,  205 — 210 

—  tuberculosis  of,  53 

—  tumours  of,  49 — 53 
Vaginal  coeliotomy,  247 — 261 

 anterior,  247 — 259 

 posterior,  259—261 

—  drainage,  240,  395—397 

—  fluid,  nature  of,  43 

—  hysterectomy,  359 — 370 

 clamp  operation,  365 — 367 

 Doyen's  operation,  367,  368 

 Miiller's  operation,  367,  368 

 Pean's  operation,  368,  369 

 Quenu's  operation,  367,  368 

—  —  Segond's  operation,  369 
 suture  operation,  360 — 364 

—  hysteropexy,  373—379 

 in  prolapse,  76,  77 

 in  retro-deviations,  88 

—  myomectomy  and  enucleation,  370 

—373 
Vaginismus,  48,  49 
Vaginitis,  42 — 48 

—  cataiThal,  42 — 46 

—  emphysematous,  47,  48 

—  exudative,  46,  47 

—  phlegmonovis,  47 

Vascular  caruncle  of  urethra,  28,  29 
 removal  of,  262 

27 
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Veit-Schrooder  gynecological  chair, 
5,  6 

Ventral  coeliotoniy,  235 — 247 

—  hysterectomy,  338—359 

—  hysteropexy,  373—376 

—  myomectomy  and  enucleation,  370 

-373 

Version  of  the  uterus,  59,  60 
Vesico-cervical  fistiilae,  273,  274 
Vesico-uterine  fistulae,  273,  274 
Vesico-vaginal  fistuljB,  210—215 

 artificial,  in  cystitis,  28,  274, 

275 

 operations  for  cure  of,  264 — 273 

 Dudley's,  268,  269 

 —  Mackenrodt's,  269—271 

 —  Eutherford  Morison's,  266, 

267 

 S  angers',  265,  266 

 Sim's,  264,  265 

 Trendelenburg's,  271 — 273 

Volsellum,  large,  333 

—  small,  12 

Vulva,  diseases  of,  30 — 41 

—  eczema  of,  33 — 35 


Vulva,  elephantiasis  of,  37 

—  herpes  of,  33 

—  inflammation  of,  30—33 

—  kraurosis  of,  37 

—  operations  on,  278 — 281 

—  pruritus  of,  35,  36 

—  tuberculosis  of,  40 

—  tumours  of,  37—40 
Vulvitis,  30 

—  cataiThal,  31,  32 

—  exudative,  32,  33 

—  granular,  31 

—  phlegmonous,  33 

—  simple,  31 

Washing  out  bladder,  method  of,  27, 
28 

Werder's  hysterectomy,  354 — 358 
Wertheim's     shortening    of  round 

ligaments,  395 
Wylie's   shortening  of  round  liga- 
ments, 395 

Zestocausis,  327 — 322 
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which  conduce  to  Aural  Disease.  By  T. 
Mark  Hovell,  Senior  Aural  Surgeon  to 
the  London  Hospital,  and  Lecturer  on 
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ardson, M.D.,  D.D.S.'  Seventh  Edition 
revised  and  Edited  by  George  W. 
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based  on  500  Cases.  With  39  Illustra- 
tions.   Svo,  Ss. 
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Archibald  M.  Stewart,  B.Sc.  Lond. 
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and  Piaslector  in  Chemistry  of  Gonville 
and  Caius  College,  Cambridge.  With 
Illustrations,  Svo,  los.  6d.  net. 

Chemistry, 

Inorganic  and  Organic.  With  Experi- 
ments. By  Charles  L.  Bloxam. 
Ninth  Edition,  by  JOHN  Millar 
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tion, &c.,  of  the  various  Organic  Chemi- 
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Vol.  II.— Part  III.  Terpenes,  Essen- 
tial Oils,  Resins  and  Camphors, 
Acid  Derivatives  of  Phenols,  Aro- 
matic Acids.     [/«  preparation. 
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